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EFORE the surgical aspects of the sym- 
pathetic nervous system in its relation to 
muscle tone can be discussed intelligently, 

it is necessary to define what is meant by “muscle 
tone.”” Immediately we are beset with difficulties. 
These are necessarily increased when we attempt 
to divide this ill-defined characteristic of muscle 
into its component parts. Finally, when we at- 
tempt to recognize and deal with these component 
parts clinically, many physiological problems 
which thus far remain unsolved confront us. 
Certainly before any attempt can be made to 
determine the influence of the sympathetic system 
upon muscle tone, a definite physiological line of 
investigation must be carefully followed. This is 
a point which has been completely overlooked by 
some who have surgically attacked the sympathetic 
system in many cases of muscle tone altered by 
disease. Their conclusions must therefore be 
looked upon with considerable doubt. Unfortu- 
nately their surgical technique has advanced be- 
yond the bounds of known physiological facts, 
and evidence has been accumulated in an attempt 
to justify a given surgical procedure. 

Tone is a property of muscle, the components 
of which are today incompletely known and ihe 
physiology of which is poorly understood. In- 
crease of tone, at first attributed solely to inter- 
ruption of the corticospinal tract with heightened 
spinal reflexes, is now recognized to be the result 
of many conditions, some of which may be proved 
to exist, but most of which are conjectural. 
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Clinically it is known that hypertonicity occurs 
as the result of corticospinal tract lesions. It oc- 
curs in a different form in the so-called extra- 
pyramidal motor diseases, such as_ paralysis 
agitans and other diseases of the striate body, and 
it is present in rare cases of complete decerebrate 
rigidity in man and in certain diseases which 
probably involve a peripheral muscular mechan- 
ism, such as myotonia and tetany. Tone is in- 
creased in a modified and temporary manner in 
certain frontal lobe lesions which supposedly in- 
volve a hypothetical cortical representation of 
tone. 

Whether or not pure lesions of the corticospinal 
tracts produce hypertonicity as the result of in- 
creased spinal reflex activity, as expressed solely 
by increase of deep reflexes, has not been deter- 
mined. It is significant that certain cases of hemi- 
plegia present increased deep tendon reflexes 
several weeks following apoplexy and yet display 
definite diminution of muscle tone. Then, too, 
in early infancy, before myelinization of the py- 
ramidal tracts is complete, muscle tone is dimin- 
ished while the tendon reflexes are lively. 

The increase of tone produced by so-called extra- 
pyramidal disease is quite different from that 
seen in lesions which for the most part involve 
the pyramidal tracts. It does not exert any 
selectivity for flexors or extensors but affects all 
muscle groups more or less equally. Such hyper- 
tonicity is not associated with increased deep re- 
flexes nor with that plasticity characterized by 
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lengthening and shortening reactions. Neither 
can this type of hypertonicity be modified by 
certain phasic spinal reflexes. 

Rarely, hypertonicity is seen in certain gross 
lesions of the midbrain and pons as the result 
of complete or almost complete decerebration. 
Clinically, certain phenomena found in decere- 
brate animals, namely, increased deep reflexes, 
shortening and lengthening reactions, and a 
modification of tone by certain phasic spinal re- 
flexes, are found in hemiplegia, cerebral diplegia 
of pyramidal tract origin, and paraplegia in ex- 
tension. However, these phenomena are often 
masked by increased spinal reflexes, contractures, 
and muscular fibrosis. It is illogical to conclude 
that increase of tone in such cases is due to decere- 
brate rigidity. It may be said only that both in 
clinical cases and in decerebrate animals some 
fibers are interrupted which produce the phenom- 
ena mentioned. It may be assumed’ that there 
are at least two factors responsible for such 
spasticity: interruption of the corticospinal tract 
and interference with the functions of the brain 
stem mechanism. There is also the possibility of 
release of function from the cerebellum as postu- 
lated first by Hughlings Jackson and made proba- 
ble by Tilney’s work on the co-contraction function 
of the cerebellum. Such a release of function would 
undoubtedly produce a type of hypertonicity, 
although not that related to decerebrate rigidity. 

From the foregoing it may be seen that three 
mechanisms are generally accepted as being con- 
cerned in hypertonicity: the corticospinal tract, 
the extrapyramidal system, represented largely 
by the striate body, and the brain stem mechan- 
ism. In addition, a fourth might be postulated, 
namely, cerebellar co-contraction. It would like- 
wise appear possible that there may be some 
peripheral mechanism of muscle metabolism par- 
ticularly active in such diseases as tetany, in 
which condition muscular cramps and changes in 
electrical excitability and irritability of the mus- 
cles are found. 

It has been suggested that that element of 
muscle tone which is related to the static or pos- 
tural, in contradistinction to the kinetic, motor 
system, is mediated by the sympathetic nervous 
system through a high reflex arc in the pons and 
a lower one in the cord, the afferent and efferent 
limbs of the lower are arising and terminating in 
the sarcoplasm of skeletal muscles. 


SYMPATHETIC INNERVATION OF SKELETAL 
MUSCLES 


Before entering into a discussion upon the rela- 
tion of the sympathetic system to muscle tone, 
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we must consider whether there is any evidence 
that skeletal muscle has a sympathetic innerva- 
tion. Surely the establishment of this fact under- 
lies the entire problem. Further, granting that 
striated muscle has a sympathetic supply, we must 
know definitely that such an innervation initiates, 
maintains, or in some manner influences, muscle 
tone. 

In 1879, Tschiriew demonstrated the existence 
of two systems of motor nerve fibers to skeletal 
muscle. He spoke of the presence in the snake of 
non-medullated nerve fibers with characteristic 
end-organs in addition to the usual medullated 
nerve fiber motor end-plates. There are also nerve 
fiber endings which are intermediate in appear- 
ance to the motor end-plates and the grape-like 
endings of the non-medullated nerve fibers. It 
must be noted that the non-medullated fibers 
which were found to end typically could be traced 
as a branch of a medullated nerve fiber and were 
thus shown not to be entirely independent struc- 
tures. 

Perroncito later described non-medullated and 
medullated nerve fiber endings, but was quite 
unable to establish their independence. Boeke 
also observed the nerve endings described by 
Tschiriew and Perroncito but stated definitely 
that they are not of independent origin. He 
described also what he has termed “accessory” 
nerve fibers. Boeke’s histological investigations 
and degeneration experiments offer the most con- 
clusive proof of the double innervation of striated 
muscle; that is, a medullated system of fibers and 
end-organs of cerebrospinal origin and a non- 
medullated system of sympathetic origin. Boeke 
described a nerve fiber and ending of each type 
situated hypolemmally upon a single muscle fiber. 
After section of the oculomotor nerve near the 
brain stem in a cat he found degeneration of both 
medullated and non-medullated fibers in the 
levator palpebral superioris muscle. Non-medul- 
lated fibers which remained intact he regarded as 
of sympathetic origin. 

Kulchitsky repeated Tschiriew’s work on the 
snake, and it is his work which has been widely 
quoted by various workers interested in this sub- 
ject. Kulchitsky believed that a single muscle 
fiber receives only one motor nerve ending. He 
pointed out that some muscle fibers receive a 
hypolemmally placed medullated nerve fiber end- 
ing, while others receive an epilemmal ending de- 
rived from a non-medullated nerve fiber. It is 
interesting to note that Kulchitsky expressed 
the lack of precise knowledge concerning nerve 
terminations in muscle. This was due mainly to 
inability to find the passage of non-medullated 
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motor fibers of sympathetic origin to striated 
muscle. 

Finally, as Langley has stated, if all striated 
muscles contain sympathetic nerve endings, it is 
unusual that they cannot be seen in methylene 
blue preparations of the frog’s sartorius muscle in 
which somatic nerve endings and nerve fibers 
around blood vessels are brought out with ease. 

Therefore from the histological evidence there 
is a degree of uncertainty as to the presence of 
non-medullated nerve fibers of sympathetic origin 
in striated muscle. Further, even when they are 
seen, observers are not at all agreed as to the 
independent origin of non-medullated nerve-fiber 
endings. In view of Kulchitsky’s results on frog’s 
muscle and Langley’s comment we certainly can- 
not speak dogmatically concerning the double 
innervation of striated muscle. 

Upon this evidence Hunter and Royle formu- 
lated the hypothesis that there are two groups of 
muscle fibers with distinct motor innervation and 
separate and specific function. They stated that 
the cerebrospinal motor nerve endings are con- 
cerned in ordinary muscle movements and with 
the component of muscle tone which they termed 
“contractile.” They concluded that the sym- 
pathetic or non-medullated nerve endings are re- 
lated to the maintenance of a second element of 
muscle tone, the so-called “plastic” tone. It 
must be apparent that the physiological appli- 
cations of such an hypothesis are based upon a 
rather insecure histological foundation. 


COMPONENTS OF MUSCLE TONE 


Sherrington has given us a conception of muscle 
tone as a reflex reaction, the stimulus for which 
comes from a proprioceptive source and the pur- 
pose of which is to maintain posture. He believed 
there are two reflex pathways concerned in the 
innervation of striated muscle. The one has to do 
with initiating and regulating the state of tension 
within the muscle itself, the reflex reactions of 
which are tonic in character. The extensor groups 
of muscles are concerned mainly in the effector 
side of this reflex pathway and the resulting state 
of muscle tone affords the basis for posture. This 
pathway may then be divided arbitrarily into 
two divisions, dependent upon the type of stimu- 
lus necessary to produce an adequate reaction. 
The first type of stimulus arises within the muscle 
itself, and the second type within the otolith organ 
of the labyrinths and in proprioceptive centers in 
the entire body musculature. The result of an 
adequate stimulus of the latter type is the produc- 
tion of variations in tone and posture. These are 
the “standing and righting” reflexes of Magnus 


and de Kleijn to whom we owe much for their con- 
tributions on the question of muscle tone. These 
reflex reactions are characterized also by the fact 
that they have a long latent period, they may fol- 
low closely upon phasic or clonic reactions pro- 
duced by external sensory stimuli, and they per- 
sist as long as an adequate stimulus exists. The 
effective stimulus for the proprioceptive center is 
muscle stretching, while an adequate stimulus is 
a change in the relation of the otolith organs to 
the horizontal plane in space. 

In contrast, the phasic reflex system employs 
flexor groups of muscles and the reactions are a 
series of repeated but brief movements. Both 
tonic and phasic pathways are acted upon by the 
cerebral motor cortex. The centers for the phasic 
system lie in the spinal cord, whereas those gov- 
erning the tonic pathway are in the brain. Both 
systems employ the striated muscle and the neu- 
rones of the anterior horn cells of the spinal cord 
as the single effector mechanism. 

It is clearly obvious that there must be perfect 
harmony and co-ordination between these two re- 
flex systems governing muscle tone. Without this 
complemental co-operation, smoothly co-ordinated 
muscular movements would be lacking. It is 
this phase of the subject to which Sherrington’s 
theory of reciprocal innervation applies. 

This is the accepted and well-established view 
of muscle tone. In contrast and on the basis of 
Boeke’s histological work, Langelaan suggested 
that each skeletal muscle fiber has a dual function 
and a dual structure. He predicated the existence 
of a sarcoplasm innervated by the sympathetic 
system and assumed that in this mass lies the 
striated tissue which receives its innervation from 
the cerebrospinal nervous system. As a corollary, 
he divided tone into a “plastic” element depend- 
ent upon the sarcoplasm and its sympathetic 
innervation and a “contractile” component af- 
fected by the striated apparatus and innervated 
by the cerebrospinal nerves. Such an hypothesis is 
attractive, but a definition of plastic and con- 
tractile tone tells us nothing other than that the 
former is exhibited following rather than during 
movements, and that contractile tone “is a state 
of slight and disordered contraction.” 

Langelaan attempted experimentally to demon- 
strate the presence of two types of muscle tone. 
He measured the elasticity and plasticity of mus- 
cle and pointed out the differences in the two kinds 
of muscular activity. Forbes has aptly pointed 
out that such tonic action may be explained, as 
Lidell and Sherrington have shown, as resulting 
from the different ways in which muscle fibers 
contract in different types of reflexes. Such an 
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explanation does not of necessity require the as- 
sumption of two types of muscle tone. As Walshe 
has pointed out, Langelaan’s repetition of de 
Boer’s experiments on the frog after removal of 
the sympathetic are not conclusive and his pub- 
lished photographs do not at all illustrate a loss 
of tone in the denervated limb. 

Hunter and Royle differed from Langelaan in 
that they concluded that, instead of one muscle 
fiber containing two elements, there are two sets 
of muscle fibers, the one subserving contractile 
tone and receiving its innervation from the cere- 
brospinal system and the other serving for plastic 
tone and innervated by the sympathetic nervous 
system. They interpreted plastic tone as that 
element which is inhibited during movement and 
which, in a normal muscle, maintains an attitude 
against gravity. It follows that when plastic tone 
is abolished the limb passively assumes an attitude 
determined by gravity. They concluded further 
that contractile tone tends to shorten certain 
muscle, thereby imposing a posture upon the limb. 
Carrying this idea to the decerebrated animal they 
stated that the extended position of the extremi- 
ties assumed following decerebration is an evi- 
dence of contractile tone, while the maintenance 
of that posture is the function of plastic tone. 

On the assumption that these two types of tone 
are innervated by separate systems, Hunter and 
Royle attempted to isolate these functional ele- 
ments experimentally. They removed the lumbar 
sympathetic rami upon one side and after a con- 
siderable interval performed decerebration by the 
usual guillotine method which, as is well known, 
is accompanied by considerable hemorrhage, 


shock, and inaccuracy in the determination of the. 


level of decerebration. They found that under 
such experimental conditions the limb so dener- 
vated fell into an abducted, semiflexed attitude 
while upon the unaffected side extensor rigidity 
was marked. This result has been explained as 
due to a loss of plastic tone. 

The second type of experiment performed by 
Hunter and Royle consisted in an endeavor to 
isolate plastic tone. They used the fowl as an ex- 
perimental animal because of the anatomical 
separation of the cerebrospinal and sympathetic 
innervation to the wings. They severed the cer- 
vical posterior roots, thus leaving the sympathetic 
supply intact, and consequently assumed they had 
removed contractile tone and retained plastic tone. 

Walshe’s comments upon these experiments are 
so clearly defined that they should be given in 
whole: “Both in the case of decerebrate rigidity 
and in that of the various tonic reflexes of Magnus 
and de Kleijn it has been found that throughout 
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the survival period of the decerebrate preparation, 
the impulses underlying these tonic activities con- 
tinue to arise. Thus, only de-afferentation of the 
tonic muscle renders it flaccid, while in the case 
of the tonic neck reflexes, if the animal’s head be 
rotated, the appropriate tonic response is main- 
tained until the head is passively restored to its 
initial position. We may be sure, therefore, that 
even though we divide postural tone into two 
separate components, the afferent impulses con- 
cerned in both are maintained during the survival 
period of the goat. In these circumstances, and 
assuming for the moment the existence of ‘con- 
tractile tone’ as an entity, it should follow that as 
soon as the limb deprived of ‘plastic tone’ lapsed 
passively into flexion, contractile tone would 
actively extend it again, and that a rhythmic ex- 
tension (active) and flexion-abduction (passive) 
would ensue. That this does not happen seems to 
indicate that there is no mechanism active in im- 
posing posture on the limb; in other words, that 
contractile tone, as defined, is absent. 

“A consideration of the results of cervical 
posterior root section in the fowl reveals similar 
difficulties of interpretation. Thus it is a function 
of ‘plastic tone’ to maintain actively any given 
posture imposed upon a limb, and so to counteract 
the disturbing action of gravity and other external 
forces. In the experiment quoted, the passively 
extended wing dropped to the animal’s side when 
released and retained postures only when lying 
against the bird’s supporting side. The present 
writer had an opportunity of examining such a fowl 
and can confirm this observation. Not only was 
the wing musculature wholly atonic to passive 
stretching, but it retained abnormal postures only 
as determined by gravity. Moreover, it must be 
remembered that such a wing has been wholly de- 
prived of sensibility, both cutaneous and deep. It 
has been completely cut out from the field of the 
bird’s consciousness. This is a complicating factor 
which must be assessed in any interpretation of 
the experiment.” 

Trendelenberg has recorded very careful experi- 
ments of a similar nature, carrying out thorough 
anatomical and histological controls upon his 
birds after they had been sacrificed. He-performed 
extensive divisions of the cervical and thoracic 
posterior roots which, of necessity, removed both 
somatic and sympathetic afferent innervation. He 
concluded that such denervation of a single wing 
produced no drooping or loss of voluntary or reflex 
movements. The most common and logical objec- 
tion offered to Hunter and Royle’s experiments 
is that in all probability they produced damage 
to the ventral as well as to the posterior roots. 
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Kanavel, Pollock, and Davis repeated the work 
of Hunter and Royle with respect to the influence 
of sympathetic denervation upon the pattern of 
decerebrate rigidity. Cats were employed as ex- 
perimental animals. Hunter regarded the cat as 
unsuitable for the investigation of problems of 
tone because he believed that the variability of 
contractile tone in this animal would mask the 
loss of plastic tone. In Sherrington’s hands, how- 
ever, the cat has proved to be of great value in the 
working out of such problems. In the experiments 
of Kanavel, Pollock, and Davis eighteen cats 
were operated upon and were kept under obser- 
vation for periods of from two to nine weeks. No 
changes in the character of voluntary or reflex 
movements were observed. Twelve cats were then 
decerebrated by ligation of the basilar artery at a 
selected level and simultaneous ligation of the 
common carotids. The fact that animals so 
operated upon present active Magnus and de 
Kleijn phenomena forty-eight hours after ligation 
precludes the objection that the hypertonus may 
be due to asphyxial spasm. In all of these ani- 
mals the onset and maintenance of decerebrate 
rigidity was exactly similar in all four extremities, 
including the one previously deprived of its sym- 
pathetic innervation. Other workers, including 
Cobb, Barenne, Kuno, Lopex, von Brucke, and 
von Rijnberk, had previously arrived at the con- 
clusion that normal muscle tone and the pattern 
of decerebrate rigidity do not depend upon sym- 
pathetic innervation. 


ANATOMY OF THE SYMPATHETIC PATHWAY FOR 
PLASTIC TONE 


If we grant for a moment that the plastic com- 
ponent of muscle tone is a distinct entity, that it is 
subserved by the sympathetic nervous system, and 
that there are definite nerve endings in striated 
muscle which are of sympathetic origin, it then be- 
comes necessary for us to find an anatomical path- 
way for the afferent and efferent impulses con- 
cerned in the initiation and maintenance of plastic 
tone. 

Hunter conceived a complete sympathetic re- 
flex arc with distinct afferent and efferent arms 
and definite central pathways and centers. He 
stated that contractile tone has its center in 
Deiter’s nucleus and that the efferent pathway of 
this arc is the well-known vestibulospinal tract 
which connects this nucleus with the spinal cord. 
Plastic tone, he believed, has its center in the 
reticular formation and the pontospinal tracts 
formed the efferent limb of the arc. He further 
postulated the corpus striatum as the higher cen- 
ter for the control of these sympathetic arcs. 


Naturally the acceptance of such a theory con- 
tradicts all of the facts known about the sym- 
pathetic nervous system. Gaskell has stated that 
the sympathetic nervous system consists purely 
of excitor neurons. Certainly the known facts 
support such a viewpoint. Moreover, there is no 
known anatomical evidence which points to the 
existence of two systems of contractile and plastic 
tone reflex centers and pathways. 

As Walshe has stated, “clearly to accept this 
view, we first need unequivocal evidence of the 
existence of two distinct and separable functions 
of the neuromuscular mechanism to be subserved 
by these two apparatuses.” 


CLINICAL APPLICATION 


It becomes apparent that many difficulties 
arise in the experimental identification and isola- 
tion of contractile and plastic tone. Such uncer- 
tainty as exists becomes profound if we attempt 
to say from clinical examination that in this case 
plastic tone-is increased and in that one it is de- 
creased. Add to this the absence of any standard 
of comparison or precise methods of measurement 
and we become lost in a mire of empiricism. 

However, Hunter and Royle applied their 
theories of tone to selected clinical cases of spastic 
paralysis and suggested sympathetic ramisectomy 
to relieve the excessive plastic tone. They laid 
down certain criteria to be observed in the selec- 
tion of the cases for operation. Preferably these 
standards to detect increase in plastic tone should 
be available at the bedside and should be easily 
applied. The two main indications given by these 
investigators were the resistance of the muscles to 
passive movements and the “hung-up” or step- 
like tendon reflex. The “hung-up” reflex they 
attributed to a tonic prolongation of a tendon 
jerk. As a matter of fact, however, even careful 
graphic records of tendon jerks under absolutely 
controlled conditions are often necessary to show 
this characteristic reflex. Further, the time rela- 
tion and type of reflex obtained may vary greatly 
in the same person under slightly different condi- 
tions of the experiment. Again, Hunter and Royle 
have stated that the spasticity associated with 
spinal cord lesions does not show plastic tone and 
that consequently such cases are unfit for sym- 
pathetic ramisectomy. It is difficult to determine 
any clinical difference between the spasticity 
found in the leg of a cerebral hemiplegic and that 
found in a spastic paraplegia in extension. As 
Walshe has pertinently inquired, if in the ab- 
sence of plastic tone there is no true rigidity, 
how can spastic paralysis in extension occur from 
a spinal cord lesion? 
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It must be recognized that no accurate means 
of selecting cases of increased plastic tone are at 
hand, though some few indications which are 
quite remote from practical clinical experience 
have been given. To rely upon a patient’s state- 
ment or upon the simple observation of a patient’s 
limb following operation is not only untrustworthy 
but highly unscientific. 

Kanavel, Pollock, and Davis performed rami- 
sectomy and in some cases completely removed 
the sympathetic chains in the cervical or lumbar 
regions in cases of paralysis agitans, postencepha- 
litic Parkinson’s disease, spinal lateral sclerosis, 
cerebral hemiplegia, Little’s disease, and spastic 
paraplegia in extension from a spinal cord lesion. 
All of the patients were normal mentally and had 
sufficient cerebral motor control to justify a re- 
moval of plastic tone. Careful kymographic and 
electromyographic records of reflex and voluntary 
actions were made before and after operation upon 
these patients. In addition, motion pictures were 
used to determine any changes that might have 
occurred. The possible results of the operation 
were at no time discussed with the patient, and 
physiotherapy was avoided since it was well 
known that many patients with the conditions 
mentioned are remarkably benefited by massage 
and electrical treatment. Today, about a year 
and a half after the operation, it is possible to con- 
firm the earlier conclusion drawn that no change 
of any kind occurred in any of the cases. The 
character of the reflexes remains unchanged, and 
all of the plastic tone phenomena continue un- 
diminished. The experiments were consequently 
negative and failed completely to offer any con- 
firmation of Hunter and Royle’s work. 

The position of these investigators was sup- 
ported in a discussion of two cases operated upon 
in Boston by Royle. It was concluded-by those 
present that no change of any note had occurred 
in the condition. Further, Forbes called attention 
to the errors of interpretation in Langelaan’s work 
and quoted Cannon as finding persistent decere- 
brate rigidity in the cat following sympathetic 
denervation. He stated also his personal experi- 
ence with variations in rigidity of the limbs fol- 
lowing decerebration of the normal animal. 


SUMMARY 


Histological evidence points to the dual inner- 
vation of skeletal muscle from the cerebrospinal 
and sympathetic nervous systems. The evidence 
upon this point, however, is so debatable that it 
forms a decidedly unstable basis for an hypothesis. 
The majority of investigators believe that experi- 
mental removal of the sympathetic trunks pro- 
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duces no effect on normal tone which can be ob- 
served or recorded. The onset and maintenance 
of decerebrate rigidity in cats is unchanged after 
the removal of the sympathetic innervation to an 
extremity. With the exception of Royle’s work on 
goats, the evidence in the literature is in agree- 
ment on this point. 

The problem of muscle tone is extremely com- 
plicated. One or many separate mechanisms may 
be responsible for changes in muscle tone. Be- 
cause of this, the clinical application of any theory 
dealing with the components of muscle tone 
should be undertaken with extreme conservatism 
and with the enforcement of the most rigid scien- 
tific requirements of experimentation. There is at 
present no accurate clinical method for measuring 
changes in muscle tone. Kymographic tracings 
of tendon reflexes, faradic stimulation, active and 
passive motions, and tremors before and after re- 
moval of the sympathetic nerve supply have 
shown no change in cases of paralysis agitans, 
postencephalitic Parkinson’s disease, lateral sclero- 
sis, Little’s disease, or traumatic lesions of the 
spinal cord. Hunter and Royle differ from Kana- 
vel, Pollock, and Davis in that they claim definite 
and marked improvement in Little’s disease and 
gunshot wounds of the cerebral cortex. They, too, 
failed to obtain any result in the treatment of 
paralysis agitans, in which they admit that ex- 
cessive plastic tone is present to an unusual degree. 
According to Hunter and Royle, patients with 
progressive or systemic degenerations of the spinal 
cord are unsuitable for sympathetic ramisectomy 
as are patients in whom increased spinal activity, 
contractures, and fibroses mask plastic tone. 

Finally perhaps our present position regarding 
muscle tone and the sympathetic nervous system 
may be rather briefly stated. The sympathetic 
nervous system may have some function dealing 
with the metabolism of muscle so that under cer-. 
tain conditions the contractility of a muscle may 
be changed by removal of sympathetic impulses. 
Such a function would probably be chemical in 
nature, but like the other important details con- 
nected with the innervation of striated muscle by 
the sympathetic nervous system, this still remains 
to be determined. 
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Johnson, F.M.: Certain Difficult Problems in the 
Treatment of Carcinoma of the Lower Jaw. 
Radiology, 1925, v, 280. 

For any treatment to be successful in carcinoma of 
the jaw early diagnosis is essential. Squamous can- 
cer arising from the mucous membrane of the jaw or 
from the epithelial surface of the body is one of 
the most common malignant neoplasms occurring 
around the mouth and should be recognized with 
ease. Leucoplakia, chronic fissures, and papillomata 
are precancerous in nature. 

Billroth’s theory of the importance of chronic 
irritation in the production of cancer is well con- 
firmed by the oral cavity. Irritation from the use of 
tobacco, « poorly constructed denture, syphilitic 
changes, and chronic tooth infection are capable of 
initiating a tissue response which in some instances 
is the cancer itself and in others an intermediate 
stage. Cancer of the lower jaw rarely occurs in a 
clean mouth in which the normal alkaline reaction of 
the saliva is maintained. 

Generally speaking, two distinct types of cancer 
are seen, the papillary and the infiltrating. The 
type of the growth indicates to some degree its prob- 
able reaction to radiation. Papillary tumors seldom 
destroy periosteum, invade the bone, or produce 
metastases until very late. In the infiltrating type of 
carcinoma the ‘“moth-eaten” appearance of the 


alveolus is characteristic. In treated cases, as a re- . 


sult of radium treatment and infection, the bone may 
undergo inflammatory change which is shown in the 
roentgenogram as an ill-defined loss of density. In 
most instances a sequestrum is formed ultimately. 
The two bone changes—carcinomatous invasion and 
radium osteitis with necrosis—have a characteristic 
appearance in the roentgenogram. 

In the control of the preliminary growth heavily 
filtered radium or X-ray treatment should be given 
the lesion from a distance as a preliminary measure. 
The bare tube possesses advantages that are essen- 
tial for a permanent result. In squamous cancer the 
dosage must be increased to such an extent that 
caustic effects are produced as regularly as by the 
use of bare tubes. It is impossible to use the amount 
of interstitial radiation necessary to destroy the can- 
cer without altering the adjacent alveolus. Radium 
osteitis is a serious complication. 

Operative removal of part or all of the lower jaw is 
followed by symptomatic relief. The pain ceases 
immediately after the operation, nourishment is taken 
with less difficulty, and the general health is improved. 
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When, in cases with metastasis, only the submaxil- 
lary group of glands is involved, the author attempts 
to remove this chain along with the submaxillary 
salivary gland. When the deep cervical group is 
affected, the nodes along the internal jugular veins 
are excised. The earlier the primary lesion and the 
more anterior its situation the greater the tendency 
for the involvement to be limited at first to the sub- 
maxillary glands. 

If an unusual amount of slough is formed, the pa- 
tient should be admitted to the hospital and the 
external carotid, lingual, and facial arteries should be 
ligated under local anesthesia.’ If the nodes are 
enlarged and indurated a neck dissection is indicated. 

Morris H. Kaun, M.D. 


EYE 


Pooley, G. H.: Operative Treatment of the Lachry- 
mal Sac. Proc. Roy. Soc. Med., Lond., 1925, xviii, 
Sect. Ophth., 47. 


The author describes a quick operative method for 
the relief of dacryocystitis. The time required for 
the operation is only from five to ten minutes. An 
incision is made into the lachrymal sac through the 
skin, the epithelium of the sac and nasal duct is 
scraped out, an opening is made through the lachry- 
mal and superior maxillary bones into the nose, and 
the lachrymo-ethmoidal cells are scraped out. A 
plug of catgut is then placed in the opening made 
from the sac into the nose and the external wound 
closed. 

In the sixty cases in which this operation was per- 
formed the results on the whole were encouraging. 
Of the two deaths in the series, one was due to myo- 
carditis during recovery from the anesthetic and 
one to meningitis. Cart F. Booxwatter, M.D. 


Knight, M. S.: Neoplasms of the Choroid. Am. J. 
Ophth., 1925, 3s. viii, 791. 

On the hypothesis that various types of car- 
cinomata arise from epithelium and that tumors 
ranging from the fibromata to the various types of 
sarcomata arise from the connective tissue, a study 
of the primary tumors of the choroid which is usually 
considered a connective tissue structure would be 
expected to include examples of most, if not all, of 
the varieties of neoplasms which might arise in other 
connective tissue structures of the body. Many 
names have been given to tumors of the choroid. 
Fuch describes fourteen varieties of sarcomata, 
while Parsons refers only to those containing 
melanin. 
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In a previous article the author stated that pig- 
mented tumors are probably not sarcomata but 
tumors of ectodermal origin. There seems to be 
considerable confusion regarding the classification 
of these neoplasms. The author prefers to call sar- 
comata of the choroid ‘‘malignant melanomata.” 

In about 200 eyes examined microscopically 
Knight found two rare tumors, hemangioma and 
plexiform neuroma. Most of the hemangiomata 
reported in the literature were associated with con- 
genital “port wine” nevi of the lids and the same 
side of the face. 

A brief account is given of cases of plexiform neu- 
roma of the choroid seen by Parsons, Sachsalber, 
Snell, Collins, Weinstein, and others. 

Knight reports a case and discusses the physical 
and pathological findings. L. L. McCoy, M.D. 


Magitot, A., and Bailliart, P.: The Circulatory 
Régime of Glaucoma. Am. J. Ophth., 1925, 3 s. 
viii, 761. 


After an exhaustive study of the cleculatery con- 
ditions of glaucoma Magitot and Bailliart have come 
to the conclusion that if there is any circulatory fac- 
tor in the pathogenesis of glaucoma it is a disturb- 
ance in the outward flow of the blood rather than a 
disturbance in its ‘inward flow. Some investigators 
have concluded that glaucoma is due largely to high 
blood pressure, but the authors do not agree with 
this theory as they have found glaucoma in patients 
with a low blood pressure. 

The intra-ocular circulation in the normal eye 
consists of the retinal and choroidal systems. The 
retinal system, the special function of which is to 
assure visual function, has one entrance, one exit, 
and no anastomoses. No important dilatation is 
possible in either the capillaries or the veins. The 
choroidal system, which nourishes the outer layers 
of the retina, regulates the ocular tension, and is 
widely open with four great posterior channels and 
smaller anterior channels, constitutes almost the 
entire thickness of the choroid and is dilatable. The 
retinal circulation can be examined directly, but the 
choroidal circulation can be studied only through its 
analogy with the retinal circulation and by means of 
the tonometer. 

In a person whose ocular tension and general 
arterial pressure are normal, the pressure in the 
branches of the central artery on the papilla ranges 
from 30 to 70 mm. Hg. Measured at as nearly the 
same point as possible, the venous pressure is in 
equilibrium with the ocular tension. It slightly ex- 
ceeds the ophthalmotonus during diastole and ex- 
ceeds it very slightly during systole. Careful study 
has shown that there is absolute similarity between 
the retinal and choroidal arterial pressures. It is 
very probable that the same analogy exists in the 
venous pressure between the two systems. 

Seidel’s experiments indicate that the pressure in 
the choroidal veins before they leave the eyeball, 
like the retinal pressure, is in equilibrium with the 
ocular tension. In hypertensive states it is impor- 
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tant to know whether or not the ratio between the 
general and arterial pressure is preserved. In 
ocular hypertension there is a relative local arterial 
hypertension, and if the ocular tension is restored 
to normal by medication or operation, the arterial 
pressure will also fail. In the majority of cases of 
ocular hypertension the retinal pressure is higher or 
in equilibrium. This is shown by the fact that the 
arterial walls remain patent. In glaucoma, the cho- 
roidal veins are hidden from view and can be studied 
only after they become the anterior subconjunctival 
ciliary system and the system of the iris. The vascu- 
lar pressure in states of ocular hypertension is char- 
acterized by a moderate rise in the arterial pressure 
and a considerable increase in the venous pressure in 
both the choroidal and the retinal system. 

It is evident that as the pressure in the interior 
media rises, circulation remains possible only if, 
automatically, the venous pressure can follow the 
rise and remain in equilibrium. As far as the retina 
is concerned, we know that neither obliteration of 
the central artery nor thrombosis of the central vein 
(in the beginning, at any rate) brings about any 
modification of the ocular tension. 

If we add up the volumetric total of the retinal 
veins, we find an almost insignificant figure as com- 
pared with that of the choroidal veins; moreover, the 
retinal veins, surrounded by the optic fibers, can 
dilate but very slightly as compared with the pos- 
sible distention of the choroidal system. It therefore 
appears that when, in the retinal and choroidal sys- 
tems, the venous pressure is high, the rise of the 
venous pressure has in the retina neither the value 
nor the significance of an equal rise in the choroidal 
system and that the latter alone is capable of playing 
an active part. 

The importance ascribed to the choroidal system 
in the modification of the ocular tonus is based upon 
the following hypotheses: 

1. Obstruction of the vortex veins causes con- 
siderable hypertonia. ‘The obstruction of the venous 
vessels or veins has a like effect. 

2. In animals killed by bleeding, perfusion re- 
stores ocular tension to its primitive level. 

3. Compression of the carotid causes hypertonia. 

4. Hypertonia is caused by the retrobulbar injec- 
tion and, to a lesser degree, the semomnpenctieel 
injection, of adrenalin. 

5. The injection of irritating substances such as 
sodium chloride causes hypertonia by vasodilatation. 

6. Inhalations of amyl nitrite cause an increase in 
the ophthalmotonus by dilating the capillaries. 

7. Contusion causes hypertension of both the con- 
tused and the other eye by choroidal hyperemia. 

8. Section of the vasomotor nerve causes hyper- 


_ tension, and excitation of the nerve causes hypo- 


tension concomitant with the state of the vessels. 
Many believe that ocular hypertension causes a 
difference in the return circulation and provokes 
blood stasis, thereby causing dilatation of the central 
retinal vein and tortuosity of the episcleral veins. 
The authors believe the reverse may be true, that is, 
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that venous stasis causes hypertension. The clinical 
facts and the anatomical observations show this to be 
a probability. 

Several cases of glaucoma are cited, all but one of 
which have shown either recent or old inflammatory 
conditions and all of which show hypertension. In 
these cases it was found that the leucocytic infiltra- 
tion occurred in the uvea and very frequently ex- 
tended to the perforating episcleral vessels. In 
many of them, also, atrophy of the iris was noted. 

Another constant finding was free or intracellular 
pigment. Some have thought that this is responsible 
for blockage of the angle. Others do not regard it 
as pathognomonic of glaucoma. These two condi- 
tions, although found in glaucomatous eyes, cannot 
be charged with causing hypertension through 
blockage of infiltration because they sometimes 
produce hypotonia. To produce tension it is neces- 
sary that the inflammation affect the venous sys- 
tem or that the capillaries dilate. 

Experiments on rabbits have not proved the cause 
of glaucoma but have produced certain symptoms 
which quite closely resemble those observed in acute 
a and others simulating those of the chronic 
orm. 

Several cases and animal experiments have led 
the authors to conclude that the prime cause of acute 
and chronic glaucoma is vascular inflammation. 
That the nervous clement must also be taken into 
consideration is shown by the results of contusion, 
the subconjunctival injection of a strong saline 
solution, operative prolapse of the iris, luxation of 
the lens, and animal experiments in which glaucoma 
has been produced by irritation. 

Because of the danger which appears chiefly at the 
moment when the ocular tension is equal to the dias- 
tolic pressure, a comparison should be made of the 
ocular tension and arterial pressure in all cases of 
glaucoma. 


The arterial retinal pressure is practically half the . 


brachial pressure, and the latter can easily be meas- 
ured by means of the armlet. If the ocular tension 
equals or exceeds half the minimal brachial arterial 
pressure there is reason to be alarmed, and if miotics 
do not restore the normal equilibrium, operation is 
indicated. If the ocular tension approaches or 
reaches the local systolic pressure, blindness is total 
because stoppage of the circulation is practically 
complete and causes functional and anatomical 
death of the eye. L. L. McCoy, M.D. 


Calhoun, F. P.: The Non-Operative and Operative 
Treatment of Glaucoma. Am. J. Ophth., 1925, 
3 S. viii, 849. 

The author discusses congestive and non-conges- 
tive glaucoma. Disturbances of the glands of inter- 
nal secretion are mentioned as possible etiological 
factors. Calhoun admits that the treatment of con- 
gestive glaucoma is always surgical, but in a few 
chosen cases in the prodromal stages he keeps the pa- 
tient under observation for a while and treats both 
eyes with eserine and pilocarpine. For cases of acute 
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glaucoma he advocates from six to twelve hours of 
absolute rest under opiates in a hospital; dehydra- 
tion by means of calomel and saline solutions; and 
the local application to the eye of 5 per cent dionin 
solution followed by hot moist compresses for twenty 
minutes followed by the use of one drop of % per 
cent eserine. Under such treatment the tension is 
reduced from twenty to thirty points, the anterior 
chamber becomes deeper, the pupil becomes smaller, 
and the condition of the eye and the general con- 
dition are improved for operation. A careful physi- 
cal examination is essential. 

The indications for miotic treatment are: 

1. The cases of patients over 60 years of age or 
with some incurable disease, whose life expectancy 
is not more than ten years. 

2. The cases of patients who are blind in one eye 
from glaucoma and have a small field and good vision 
in the other eye. 

3. The cases of patients who have lost one eye as 
the result of operation, complications, or an accident 
and have early symptoms in the other eye. 

The operative treatment described by the author 
is the same as the Reese technique except that in- 
stead of clipping off the anterior lip of the sclera 
Calhoun makes several deep incisions into the 
scleral lip to form several avenues of escape for the 
aqueous humor. When the anterior chamber has 
been restored, massage is begun and continued for 
two weeks by the surgeon and the patient is then 
instructed to practice it twice a day for a month. 
If the tension returns, a trephine operation is done. 

Ausrey H. PemBer, M.D. 


NOSE AND SINUSES 


Dunning, H. S.: Maxillary Sinusitis of Oral Origin. 
Laryngoscope, 1925, xxxv, 706. 


Dunning urges careful investigation of the source 
of infection (nasal or dental), in all cases of antrum 
sinusitis. If a dental origin can be ruled out, he 
advocates treating the antrum through a window 
formed in the lateral nasal wall under the inferior 
turbinate. If a dental origin is found, an opening 
should be made through the alveolus into the 
antrum to obtain a good view of the sinus, the dis- 
eased bone removed, the affected antral mucous 
membrane scraped, the antrum packed through a 
window made in the lateral nasal wall, and the 
alveolar wound then closed. 

B. Stark, M.D. . 


MOUTH 


Regaud, C.: On Curietherapy of Epitheliomata of 
the Tongue and of Their Following Adenop- 
athy. Brit. J. Radiol., 1925, xXx, 361. 


Regaud reports that of 174 cases of epithelioma of 
the tongue a positive cure was obtained by curie- 
therapy in nearly one-fourth and disappearance of 
the lingual localization in nearly another fourth. 
Very small ulcerations of the tongue and cases in 
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which curietherapy fails but the lesion remains 
operable he treats by surgery; the X-ray has given 
only poor results. 

In cancer of the posterior dorsal portion of the 
tongue the X-ray may be of value; curietherapy has 
given few cures. In cases with moderately advanced 
lesions radium treatment is followed by marked and 
prolonged improvement, local sterilization, or a com- 
plete cure. 

In curietherapy the radiation field must be as 
homogencous as possible, the gamma rays should be 
employed, the irradiation must be continuous for a 
long time, and the attempt must be made to obtain 
a successful result from a single treatment. The use 
of radium in platinum needles with walls 0.5 mm. 
thick seems to be superior to the burying of emana- 
tion tubes or tubes of low filtration. 

The principal causes of poor results in curie- 
therapy are failure to treat all of the cancer area, 
inaccuracy, an insufficient. total dosage, the use of 
needles made of imperfect material, and the occur- 
rence of necrosis. 

In the presence of adenopathy neither surgery nor 
curietherapy alone is sufficient. Radium puncture of 
lymph glands has given poor results. If suspicious 
nodes are present or appear after treatment of the 
primary tongue focus, complete surgical cleaning out 
of the invaded area followed by histological examina- 
tion of all removed glands is necessary. If the glands 
are found to be cancerous, external curietherapy is 
indicated. External curietherapy should be given in 
all cases of infralingual cancers. In cancer of the 
posterodorsal portion of the tongue the X-ray is 
preferable. 

External curietherapy must never be used with 
puncture. The external method with the use of an 
external wax mould is now being employed. 

Manrorpb R. WAttz, M.D. 


PHARYNX 


Dintenfass, H., and Greenbaum, S. S.: Pemphigus 
as a Beginning Tonsillar Manifestation. Laryn- 
goscope, 1925, Xxxv, 758. 


The authors cite a case of pemphigus occurring 
in a male patient whose first complaint was dyspha- 
gia which had persisted for several weeks. He was 
markedly nervous and complained also of salivation. 

There was a distinct swelling of the left tonsil and 
peritonsillar region not unlike that of quinsy. The 
mucous membrane was of a fiery red color, and on 
the mesial aspect of each tonsil, which was about the 
size of a dime, a grayish area was noted. The uvula 
was swollen. , 

Blood Wassermann tests and examinations of 
smears for Vincent’s organism were negative. 


The condition became progressively worse, the — 


pharynx, gums, and tongue finally presenting gray- 
ish patches of erosion surrounded by reddened areas. 
Five weeks following the first examination, a bleb 
appeared on the chest and a diagnosis of pemphigus 
vulgaris was made. Witiiam B. Stark, M.D. 
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Terry, W. I.: Goiter. J. Jowa State M. Soc., 1925, xv, 
544. 

Simple physiological hypertrophy of the thyroid, 
adolescent goiter, which responds to iodine therapy 
may, if neglected, progress to the colloid, adenom- 
atous, or hyperplastic type of goiter. The most 
common goiter demanding surgery is the adenom- 
atous goiter, a type seldom found outside goiter 
districts. Ninety-five per cent of adenomata will 
produce toxic symptoms in time. Such neoplasms 
are encapsulated tumors without any useful function 
and with a secretion different from that of a normal 
thyroid as evidenced by the associated presence of 
cretinism or myxoedema, the absence of exophthal- 
mos, and a negative complement fixation test. As 
the walls of the blood vessels in adenomata are thin, 
haemorrhages occur easily in these tumors. Hamor- 
rhages are followed by degenerative changes. Can- 
cer is found in about 2 per cent of the author’s cases 
of adenoma, and pressure complications are common. 
Medical treatment is useless; surgery should be used 
before toxic symptoms are manifested. 

The surgical treatment of exophthalmic goiter— 
the hyperplastic thyroid—has been distinctly modi- 
fied by the preliminary use of Lugol’s solution. The 
benefit obtained by the administration of this solu- 
tion outweighs the technical difficulties it causes. 
However, permanent recovery from the use of 
Lugol’s solution is doubtful. Early operation will 
lower the morbidity and mortality rates. The author 
uses the typical Kocher incision. After removal of 
the goiter he flushes the wound with Ringer’s solu- 
tion and closes it without drainage. 

Manrorp R. Wattz, M.D. 


Kimball, O. P.: Induced Hyperthyroidism. J. Am. 
M. Ass., 1925, Ixxxv, 1709. 


Kimball states that in a series of 2,659 cases of 
hyperthyroidism treated between March 5, 1921, 
and September 1, 1925, there were 309 cases in which 
the symptoms of hyperthyroidism had been pre- 
cipitated or made worse by the use of iodine. In 210 
cases the goiters were of long standing and the gland 
was adenomatous. Five-sixths of the author’s pa- 
tients with induced hyperthyroidism had been tak- 
ing iodine on the advice of their physicians. 

For an adult the maximum dose of iodine is 10 
mgm. given daily for not longer than one month and 
only under close supervision. For the prevention of 
goiter in children the administration of 10 mgm. of 
iodine weekly is a safe procedure. 

ArtHuR L. SHREFFLER, M.D. 


Bartlett, W.: Six Patients in Whom a Thyroidec- 
tomy and a Second Major Operation Are Indi- 
cated. Surg. Clin. N. Am., 1925, v, 1143. 


On the basis of six cases in which a thyroidectomy 
and another major operation were indicated the 
author lays down the following rules with regard to 
which operation should be performed first: 
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1. Operate first on the lesion which is causing the 
more marked symptoms. 

2. The goiter should be removed at the primary 
operation if its presence is likely to interfere with 
inhalation anesthesia required for the other opera- 
tion. 

3. The thyroidectomy should be the primary 
operation if the condition is very toxic. 

4. Operate first upon a malignant lesion or any 
other lesion which is an immediate menace to life. 

5. Correct the other lesion before the thyroid 
condition if, by so doing, a patent source of infection 
will be eliminated. 

6. Operate for the other lesion first if its treat- 
ment will require a longer rest in bed than the thy- 
roidectomy. 

These are only general rules. In each case the de- 
cision as to which operation should be performed first 
and what time interval should elapse between the 
operations must be made on the basis of the patient’s 
requirements. In the author’s clinic the goiter is 
removed first in only one-third of such cases. 

Artuur SureFFLeR, M.D. 


Levin, S.: A Comparative Study of 100 Subtotal 
Thyroidectomies from a Single Goiter Zone. 
J. Michigan State M. Soc., 1925, xxiv, 527. 

The patients whose cases are reviewed in this 
article lived in Houghton County, Michigan. Most 
of the goiters were adenomata. 

Levin emphasizes the fact that Lugol’s solution 
should be used pre-operatively and postoperatively 
in exophthalmic goiter, but is definitely contra- 
indicated in toxic adenoma unless the latter is asso- 
ciated with exophthalmic goiter. The severe hyper- 
thyroidism of toxic multiple adenomata is sometimes 
associated with exophthalmos. 

Many goiters are of the combined type. Adeno- 
mata may be present in goiters that are apparently 
colloid goiters. Of the author’s parenchymatous 
goiters, 7 per cent were associated with large mul- 
tiple adenomata. 

Pressure is more apt to be caused by deep or 
intrathoracic goiters than by those situated high. 
Tachycardia and tremor are present in all cases of 
toxic goiter. 

The thyroid thrill was noted in only 50 per cent of 
the author’s cases of toxic goiter. ‘These were the 
most severe cases. 

Severe toxic and intrathoracic goiters should be 
operated upon under local infiltration anesthesia as 
general anesthesia increases the risk. 

The X-ray and radium are only supplemental aids 
in the cure of goiter and must not be used to delay 
radical treatment. Artruur L, SurerrLer, M.D. 


Dieterich, H.: Callus Formation After Parathy- 
roidectomy (Die parathyreoprive Callusbildung). 
Arch. f. klin. Chir., 1925, cxxxvi, 388. 


In agreement with the part ascribed to the para- 
thyroid glands in the metabolism of calcium, the 
experiments of Erdheim on rats demonstrated that 


INTERNATIONAL ABSTRACT OF SURGERY 


the most important characteristic of the callus 
formed after parathyroidectomy is a deficiency in 
calcium and that therefore the cachexia parathy- 
reopriva in the rat produces the same conditions as 
rachitis and osteomalacia in man. 

The author performed experiments on thirty 
white rats to supplement the findings of Erdheim. 
He found that the callus formed in white rats after 
parathyroidectomy is peculiar in that the regener- 
ation of bony tissue must take place under unfavor- 
able conditions. 

Besides the symptoms of a general cachexia, the 
increased excretion of calcium in the urine and the 
diminished retention of calcium in the body are of 
especial interest in this connection. The reduction 
of developmental energy due to the cachexia para- 
thyreopriva is manifested by retardation of the cal- 
lus formation, a considerably longer time being re- 
quired for the individual stages. The anatomical 
and roentgenological findings show plainly that after 
total extirpation of the parathyroids the organism 
corrects a defect by a new formation of tissue which 
begins normally but is tardy. In some cases in 
which the changes in the body due to the loss of the 
parathyroids are especially severe and result in 
early death, the deficiency of calcium in the callus is 
marked, as in rachitis. This deficiency is always 
associated with dental changes characterized chiefly 
by deficient calcification of the dentine. Both are 
the result of maximal injury to the body from the 
operative removal of the parathyroids. 

While the deficiency of calcium in the callus is not 
always the result of tetany, its occurrence is in 
agreement with the findings of physiologico-chemical 
investigations after parathyroidectomy in man 
which do not always show an appreciable increase in 
the excretion of calcium. 

Besides its thymogenetic causation in young 
animals, observations made to date indicate that 


_calcium deficiency in callus is associated with some 


abnormal condition of the parathyroid glands. 
Zur VERTH (Z). 


Collip, J. B.: A Parathyroid Hormone and Its 
Physiological Action. Ann. Clin. Med., 1925, iv, 
219. 

By experimental and clinical observations it has 
been proved that the parathyroid glands are essen- 
tial to life. According to one theory, their chief 
function is the control of calcium metabolism, while 
according to another it is the detoxication of toxic 
substances arising in the normal metabolism of 
protein. The author believes the first theory is the 
more logical, but sees no reason why the two theories 
should be regarded as incompatible. 

Experiments with Collip’s parathyroid extract on 
thyroparathyroidectomized dogs revealed a remark- 
able parallelism between the clinical condition of the 
animal and the calcium content of the blood serum. 
A single injection of the extract per day was usu- 
ally sufficient to control tetany indefinitely and the 
condition of some of the animals remained satis- 


SURGERY OF THE HEAD AND NECK 


factory provided tetany was controlled for a month 
or six weeks. In the female, mild tetany was some- 
times manifested during periods of heat. 

The injection of a potent extract into normal dogs 
was followed by an increase in the calcium content 
of the blood serum. When the injections were con- 
tinued, this rise continued up to a certain peak (20 
to 23 mgm. of calcium per 100 c.cm.), and if the in- 
jections were then still further continued they 
caused death preceded by a fall in the calcium curve 
and a typical train of symptoms such as vomiting, 
diarrhoea, and atony. 

These findings indicated that the chief function of 
the hormone is related directly to calcium metabo- 
lism, and that the hormone may well be described as 
a mobilizer of calcium, Its continued administration 
is followed also by a marked terminal rise in the 
phosphorus content of the blood, a tendency toward 
an increase in the chlorides, an increase in the non- 
protein nitrogen and the osmotic pressure, a definite 
increase in the viscosity of the blood and the blood 
volume, and a decrease in the alkali reserve. 

Clinical experimentation will show the value of 
the potent extract of the hormone in cases with a 
subnormal calcium content in the blood serum and in 
cases in which a hypercalcemia might be beneficial. 

Manrorp R. Wattz, M.D. 


Lisser, H., and Shepardson, H. C.: A Case of 
Tetania Parathyreopriva Treated with Collip’s 
Parathyroid Extract. Endocrinology, 1925, ix, 383. 


Attempts to replace the parathyroid hormone in 
cases of tetania parathyreopriva by the administra- 
tion of prepared parathyroid extracts were unsuc- 
cessful until late in 1924 when Collip announced the 
extraction of a parathyroid hormone which prevents 
or controls parathyroid tetany and regulates the 
level of the blood-serum calcium. This extract is 
standardized by its capacity to increase the total 
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blood-serum calcium in normal dogs. One unit is 
defined as one-hundredth part of the amount of 
extract required to cause an increase of 5 mgm. of 
calcium in the blood serum of a 20-kgm. dog, the 
rise in the calcium being determined fifteen hours 
following the injection. 

Only three reports of the clinical use of the extract 
have been made. The case reported in this article 
is the first to be reported in detail in which it was 
used for the treatment of tetany in man resulting 
from accidental extirpation of the parathyroids. 
The patient was a woman 30 years of age who had a 
large adenomatous goiter extending beneath the 
sternum and behind the trachea. Accidental re- 
moval of three parathyroids at operation was fol- 
lowed by the immediate onset of tetania para- 
thyreopriva. The treatment with Collip’s para- 
thyroid extract and its effect on the blood serum 
calcium are reported in detail. No calcium was given 
during the first three weeks, but later the adminis- 
tration of small doses of the extract was combined 
with calcium lactate by mouth. It is believed that 
by this means the patient can be kept free from 
symptoms and her blood-serum calcium can _ be 
maintained:at a normal level indefinitely. A later 
report on this case will be made if possible. 

Manrorp R. Wattz, M.D. 


Dean, L. W.: The Teaching of Undergraduate 
Laryngology. Laryngoscope, 1925, xxxv, 735. 
Dean urges that the teaching of laryngology in 
the undergraduate medical schools be continued. 
He points out that while this teaching must include 
certain purely laryngological subjects, it should be 
confined chiefly to the laryngological side of general 
medicine, pediatrics, neurology, and general surgery. 
_ The laryngological section should be considered an 
indispensable part of every well-organized clinic and 
general hospital. B. Stark, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Morrissey, E. J.: The Effect of Magnesium Sul- 
phate on the Cerebrospinal Fluid Pressure and 
on the Volume of the Brain. Arch. Surg., 1925, 
xi, 778. 


The author conducted experiments for the pur- 
pose of determining the effects of magnesium sul- 
phate on intracranial pressure. From his observa- 
tion in six cases, he concludes that the administra- 
tion of 45 gm. of magnesium sulphate crystals by 
mouth does not cause a drop in the cerebrospinal 
fluid pressure in two hours. 

In experimental animals, a rise of pressure is noted 
after opening of the abdomen and manipulation of 
the intestines, but this quickly disappears when the 
bowels are replaced and the abdomen is closed. A 
slight fall in the intracranial pressure was noted in a 
few animals over a fairly long period of observation. 
This fall coincides with a continuing fall of the blood 
pressure. Apparently, in a period of forty minutes 
following the injection of a large amount of magne- 
sium sulphate into the small intestine, the brain 
volume is not changed. 

It appears that when magnesium sulphate is in- 
jected into the intestine, the brain tissue is subjected 
to the same dehydrating effects as the other tissues 
of the body. There is no experimental or clinical 
basis for the assumption that after the ingestion of 
magnesium sulphate the oedematous brain gives up 
fluid more readily or in greater quantity than an 
equivalent bulk of other extracranial tissues. Cere- 


bral dehydration is probably accomplished to a very . 


slight extent by magnesium sulphate, but the effect 
of the drug is inadequate for therapeutic use and is 
not to be relied upon for the reduction, of intra- 
cranial pressure. 

The experiments show that hypertonic sodium 
chloride solution given intravenously is effective in 
reducing intracranial pressure. Spinal puncture re- 
duces intracranial pressure by removing the fluid 
from locations in which the pressure may have seri- 
ous effects on brain function. This removal of fluid 
is accomplished without depressing effects on the 
blood pressure or the functions of the body as a 
whole. 

From his clinical experience and animal studies the 
author concludes that no one method of treatment 
should be followed in all cases of acute intracranial 
pressure. Some cases require a subtemporal decom- 
pression, while in others spinal punctures or the 
use of hypertonic sodium chloride may be sufficient. 
In still other cases, a combination of these two 
methods gives the best results. 

STANLEY J. SEEGER, M.D. 


NERVOUS SYSTEM 


Le Dentu: A Trephination Performed Thirty-Two 
Years Ago for Cerebral Syphilis and Jacksonian 
Epilepsy; A Definitively Good Result After a 
Painful and Uncertain Postoperative Course 
(Trépanation pratiquée il y a trente-deux ans pour 
cause de syphilis cérébrale et d’épilepsie jacksoni- 
enne; bon résultat définitif aprés une phase post- 
opératoire pénible et incertaine). Bull. ct mém. Soc. 
nat, de chir., 1925, li, 784. 


In 1881, at the age of 18 years, the author’s pa- 
tient had primary and secondary syphilis. Treat- 
ment for three months resulted in an apparent cure. 
In 1887, a progressive paralysis of the left arm and 
leg with feeble convulsions of the entire left side 
developed. After treatment, the attacks subsided, 
but the left arm became slightly atrophied. The 
same year, jacksonian epilepsy began, the attacks 
recurring at intervals of hours, days, weeks, or 
months. At times the attacks were associated with 
unconsciousness and biting of the tongue. They 
began in the little finger, extended to the left arm 
and the left side of the face, and were followed by 
fatigue and weakness of the limb for an hour or two. 
After intensive antisyphilis treatment, they ceased 
for sixteen months, but at the end of that time they 
recurred and there was an athetosis of the left 
forearm. Le Dentu advised trephination. Charcot 
considered operation advisable for the jacksonian 
epilepsy, but of doubtful value for the athetosis 
which appeared to be of central origin. ’ 

In 1893 Le Dentu trephined, making an opening 
over the motor cortex of the arm which measured 
4 by 6 by 7 cm. Incision of the dura mater exposed 
directly in the operative field a gummatous lesion 
measuring 2 by 5 by 6 cm. No adhesions were 
found and there was no involvement of the dura 
mater or pia arachnoid. A slight hamorrhage was 
easily controlled. With a small Volkmann spoon, 
Le Dentu curetted the lemon-yellow tumor sub- 
stance to a depth of about 1 cm., at which level the 
color of the tissue became gray. The dura was then 
sutured with catgut and the scalp closed over the 
complete bone defect with an iodoform gauze drain 
between the dura and the scalp. 

Postoperatively the patient presented complete 
paralysis of the left arm and partial paralysis of the 
left leg, but no disturbances of the face. After four 
or five days, movement returned but there was 
persistent weakness of the limbs. At about the 
fifteenth day several slight convulsions occurred 
without loss of consciousness. The athetosis dis- 
appeared temporarily. Healing of the operative 
wound occurred without fever or other complica- 
tions, and on the twenty-first postoperative day the 
patient was discharged from the hospital in a satis- 
factory condition. 
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Subsequently (1893 to 1905), the attacks recurred 
but were less frequent, less violent, and not asso- 
ciated with loss of consciousness. The patient then 
lost weight and became affected with melancholia. 
Le Pileur gave intensive antisyphilis treatment. 
From 1905 to 1912 the condition greatly improved. 
In the period from 1912 to 1925 the attacks gradual- 
ly ceased, leaving moderate atrophy of the left arm 
and slight weakness and atrophy of the left leg, but 
no mental disturbance. The cerebral pulsations were 
visible, but there was no pain at the site of the de- 
compression. 

Because of the gradual improvement in the case 
over many years, Le Dentu emphasizes the possibil- 
ity that the mercury and iodides might have been 
of value in rendering the cerebral scar less rigid and 
thereby relieving its irritative action. 

Auvray reported this case in 1896. 

Watter C. Burkert, M.D. 


SPINAL CORD AND ITS COVERINGS 


Stookey, B., Merwarth, H. R., and Frantz, A. M.: 
A Manometric Study of the Cerebrospinal 
Fluid in Suspected Spinal Cord Tumors. Surz., 
Gynec. & Obst., 1925, xli, 429. 

The authors believe that in cases in which a spinal 
cord neoplasm is suspected, manometric readings of 
the cerebrospinal fluid by lumbar puncture should be 
a routine procedure. These studies, without cistern 
punctures, may indicate complete or incomplete 
subarachnoid block or the absence of obstruction. 
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Combined lumbar and cistern puncture is indi- 
cated when manometric studies by lumbar puncture 
alone do not permit definite conclusions. In the 
authors’ experience, combined lumbar and cistern 
puncture was indicated in only three of fifty cases 
in which a spinal cord tumor was suspected. The 
authors believe that when positive manometric 
findings are obtained through lumbar puncture, no 
further information of additional value can be ob- 
tained from combined cistern and lumbar puncture. 

In all of the cases in which the manometric tests 
indicated complete subarachnoid block, operation 
revealed some type of spinal cord neoplasm, while in 
all of those in which the manometric tests indicated 
incomplete subarachnoid block, either a spinal cord 
neoplasm or some other-form of subarachnoid block 
was found. Negative manometric readings were 
made in two cases in which there was an early sym- 
metrical enlargement of the cord, presumably an 
intramedullary tumor, which did not interfere with 
the free circulation of the cerebrospinal fluid. In all 
others operated upon the manometric findings were 
substantiated. No extradural or extramedullary 
intradural tumor was found in any case in which 
a manometric test was negative in all phases. 

In reviewing these cases of complete subarachnoid 
block, the authors state that the diagnosis could 
have been made from the neurological examination 
alone by anyone with a knowledge of the clinical 
course of spinal cord neoplasms. The manometric 
findings merely offered evidence in support of the 
diagnosis. STANLEY J. Sercer, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Marquis, J. W.: An Experimental Study of the 
Markings Seen in Roentgenograms of the 
Lungs of Normal Dogs. Am. J. Roentgenol., 1925, 
xiv, 247. 

Many studies have been made to determine the 
part played by the blood vessels, lymphatics, and 
bronchi of the normal lung in the production of the 
markings in the roentgenogram, but the conclusions 
drawn from such studies have been divergent. 
Assmann is quoted as concluding from his experi- 
mental work that the blood-filled vessels constitute 
the most important factor, but that the effect of the 
bronchial system cannot be determined with cer- 
tainty because it cannot be eliminated from the lung. 

Marquis writes that although the bronchial sys- 
tem cannot be removed from the lungs as can the 
blood, the shadow-producing effect of the bronchial 
walls may be compared with that of the walls of the 
vessels under comparable experimental conditions. 

He accomplished this by washing out the vessels 
with physiological sodium chloride solution and then 
injecting air. The shadow-producing effect of the 
blood was thereby eliminated, and when small wires 
were placed in the bronchi, the shadows produced by 
the bronchial walls could be compared with the walls 
of the blood vessels. The most striking effect pro- 
duced by removal of the blood from the vessels of 
the lung was a change in the roentgenographic mark- 
ing from the usual broad solid ramifying shadows of 
decreased penetration to fine delicate linear shadows 
that usually appeared in duplicate. By the re- 
injection of blood into the vessels the rather marked 
absorption of the roentgen ray by the blood could be 
nicely demonstrated. The silver wires marked the 
bronchi which were found not to produce a shadow. 

The author draws the following conclysions: 

1. In the lungs of normal dogs the walls of the 
main bronchi at the hilus only may cast a shadow in 
the roentgenogram. 

2. The bronchial walls in the outer portions of the 
pulmonary fields do not produce a shadow. 

3. In roentgenograms of the lungs of normal dogs 
the broad solid ramifying shadows seen radiating out 
from the hilus are caused in the main by the vessel 
walls and the blood. Cart A. Hepsiom, M.D. 


Ballon, D. H.: The Injection of Lipiodol as an Aid 
in the X-Ray Diagnosis of Bronchopulmonary 
Lesions, Including Tuberculosis. Preliminary 
Report. Canadian M. Ass. J., 1925, xv, 995. 

Archibald, E.: X-Ray Demonstration of Pulmo- 
nary Changes in Tuberculosis by Lipiodol 
Injection. Canadian M. Ass. J., 1925, xv, 1000. 


BALLON has found lipiodol a non-irritating and 
non-toxic preparation of great value for lung map- 


ping. He injects it through the cricothyroid mem- 
brane only in the cases of children. In adults he 
introduces it through the bronchoscope because a 
bronchoscopic examination gives further informa- 
tion regarding the pulmonary condition and makes 
it possible to place the lipiodol where desired. Bal- 
lon uses from 10 to 30 c.cm. of the sclution. By 
means of such injections both lungs can be mapped 
readily and abscesses and bronchiectatic cavities 
clearly outlined. The procedure has no ill effects. 

The lipiodol is eliminated by coughing or by 
absorption through the alveoli. When it is elimi- 
nated by coughing it may disappear within a few 
days. Its complete absorption may require three 
weeks or longer. 

ARCHIBALD reports three cases in which thora- 
coplasty was done but was followed by recurrence of 
the pulmonary symptoms. Following such an exten- 
sive procedure it is exceedingly difficult to gain fur- 
ther information regarding the pathological changes 
by ordinary clinical methods, but X-ray examina- 
tion with the injection of lipiodol reveals the condi- 
tion clearly. 

The author believes that lipiodol will show the 
indications for thoracoplasty more definitely and 
will be found of aid in the differential diagnosis 
of localized pneumothorax and_ intrapulmonary 
cavities. E. SHackteton, M.D. 


Jackson, C.: Discussion on Overlooked Cases of 
Foreign Body in the Air and Food Passages; 
Symptomatology and Diagnosis. Bril. M. J., 
1925, ii, 686. 

This article is based upon a review of 1,485 cases 
of foreign bodies in the air and food passages. ‘The 
author states that waiting for the spontancous 
expulsion of such foreign bodies is to be condemned 
as in the cases in which this was done such expulsion 
occurred in only about 3 per cent. 

In 218 cases of the series the following erroneous 
diagnoses had been made: pneumonia, broncho- 
pneumonia, empyema, tuberculosis, asthma, bron- 
chiectasis, pulmonary abscess, enteric fever, malaria, 
gastritis, and cyclic vomiting. ‘The most common 
erroneous diagnosis was pneumonia. A _ careful 
study of these cases reveals that congestion, which 
the author calls “drowned lung,” frequently simu- 
lates pneumonia but true pneumonia is rarely 
present. 

The erroneous diagnosis of empyema is also com- 
mon, but though pleural involvement may occur 
from rupture of the suppurating focus around the 
foreign body, it is rare. In over roo cases, needling 
gave negative results, and in twenty-seven cases in 
which rib resection was done the pleura was found 
normal. In numerous cases prepared for operation 


188 


SURGERY OF THE CHEST 189 


the presence of a foreign body was revealed by pre- 
liminary roentgenograms and the patient therefore 
referred to the bronchoscopic clinic. 

The diagnosis of ‘‘cold in the chest’ made by the 
laity frequently leads the physician to overlook the 
presence of a foreign body, particularly one which is 
soft, such as a particle of food. ; 

Unless a membrane is present on the fauces, the 
diagnosis of diphtheria should never be made with- 
out excluding the presence of a foreign body. 

Foreign bodies should be excluded also before a 
diagnosis of “winter bronchitis.”” It has been found 
that a foreign body causing so-called “winter bron- 
chitis” may be lodged in the cesophagus instead of 
the air passages. 

With improvement in the diagnosis of pulmonary 
tuberculosis the confusion of a foreign body in the 
air passages with this condition is becoming rare. 
Tubercle bacilli were found in only one of the cases 
reviewed, a fact that disproves the old theory that 
tuberculosis is frequently associated with the pres- 
ence of foreign bodies in the lung. 

The most common causes of failure to diagnose a 
foreign body in the air.or food passages are: 

1. Failure of the physician to consider the pos- 
sibility of a foreign body. 

2. Symptoms produced by the foreign body which 
simulate those of a more common condition. 

3. Failure of the patient to note or report the 
initial symptoms. 

4. The occurrence of a symptomless period fol- 
lowing the initial symptoms. 

E. SHACKLETON, M.D. 


Myerson, M. C.: The Bronchoscopic Treatment of 
Lung Abscess. Surg., Gynec. & Obst., 1925, xli, 573. 


From a study of thirty-two cases of lung abscess 
the author concludes that bronchoscopic irrigation 
is a relatively safe procedure and should be tried 
before surgery. In acute cases complete recovery 
may be expected. In chronic cases marked improve- 
ment will usually result, but a permanent complete 
cure is not likely to occur because excessive scar 
tissue surrounding the abscess prevents its collapse. 

If the case does not respond by immediate im- 
provement, a surgical procedure more apt to bring 
about collapse of the cavity is indicated. When 
there is marked early improvement the condition 
usually progresses favorably provided the patient 
remains free from infection of the upper respiratory 
tract. Wituiam E. SHACKLETON, M.D. 


HEART AND PERICARDIUM 


Graham, E. A.: Cardiolysis for Chronic Medias- 
tino-Pericarditis. Surg. Clin. N. Am., 1925, v, 
1396. 

The patient whose case is reported was a man 55 
years old who entered the hospital January 9, 1923, 
complaining of shortness of breath, dizziness, swell- 
ing of the feet and ankles, and palpitation of the 
heart. He had been totally incapacitated for six 


weeks. There was no history of fainting, sore 
throat, or rheumatism. 

At examination, a loud blowing systolic murmur 
was heard over the entire precordium. This was 
loudest at the apex and transmitted to the axilla. 
There was evidence also of decompensation. The 
most important findings, however, were Broadbent’s 
sign of systolic retraction of the intercostal tissues in 
the left posterior region corresponding to the tenth 
and eleventh intercostal spaces and systolic retrac- 
tion of the costal cartilages and of the lower end of 
the sternum. The fluoroscope showed a systolic tug 
on the diaphragm. These findings definitely estab- 
lished the presence of adhesions between the peri- 
cardium and the chest wall and between the peri- 
cardium and the diaphragm. 

In this condition, which is generally known as 
mediastinopericarditis, the heart is usually adherent 
and, as a result, is handicapped so that sooner or 
later dilatation of the right auricle is apt to occur 
with resulting back pressure of the blood in the liver. 
In many of these cases Pick’s pseudocirrhosis de- 
velops. Ascites is also likely to occur, but usually 
there is no oedema of the legs, the condition differing 
in this respect from the ordinary cardiac decompen- 
sation. Pericarditis is usually rheumatic or tuber- 
culous in origin, and is said to be more common in 
children than in adults. 

The operation of cardiolysis which substitutes a. 
yielding chest wall for a rigid one was originated by 
Braner. Its results are best in the non-tuberculous 
forms of pericarditis. 

In the case reported in this article, operation was 
performed May 2, 1923. Under novocaine anesthe- 
sia the third, fourth, and fifth ribs were resected 
—_ the border of the sternum well beyond the 

eart. 

At the end of three weeks there was great improve- 
ment in the patient’s general condition with thor- 
ough cardiac compensation. Today, two years after 
the operation, the patient is earning his living by 
office work and is able to walk a mile without 
dyspnoea. 

The author believes that this is the first case 
operated upon before the appearance of ascites. 

In conclusion Graham states that it is very impor- 
tant to remove the periosteum in order to prevent 
the formation of new bone. 

Crayton F. ANpREws, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Osmond, J. D.: Obstruction of the (sophagus. 
Radiology, 1925, Vv, 312. 


This report is based upon sixty cases of obstruc- 
tion of the ocesophagus. The three most common 


- causes were cicatricial stenosis, spastic stenosis, and 


malignancy. The obstruction was partial or com- 
plete. In three cases there was partial compression 
stenosis due to an extrinsic cause. In one of these 
the extrinsic cause was a goiter, in another an 
aneurism, and in the third enlarged mediastinal 
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glands. The one case in which a foreign body was 
present is classified with the eleven cases of cicatri- 
cial stenosis because of the large amount of scar 
tissue that had been formed as a result of the trauma 
of carly attempts to remove the foreign body. 

In the ten cases of spastic stenosis in the series the 
condition was limited to the lower portion of the 
jwsophagus and could be described best as cardio- 
spasm. In all except one case, which was not 
treated, it responded to forcible stretching of the 
musculature. Rapid eating and the gulping of food 
are considered factors predisposing to cardiospasm. 

Thirty-five (58 per cent) of the cases were malig- 
nant. This incidence of malignancy is higher than 
that reported by Vinson and considerably lower than 
that reported by Meyer. The ratio of males to fe- 
males was 6:1. The lower third of the osophagus 
was involved in half of the cases and the middle 
third more frequently than the upper third. Dilata- 
tion of the malignant stricture is now considered 
permissible as it prolongs life and gives greater com- 
fort than gastrostomy. 

The diagnosis of carcinoma of the oesophagus can 
usually be made from the irregular outline of the 
filling defect in the barium shadow of the lumen. A 
patient with malignant stenosis of the oesophagus 
does not live long enough to develop any marked 
dilatation above the stricture. The degree of malig- 
nancy of cancer of the oesophagus is high; Broders 
has graded it as 3 or 4, which is about the same as 
that of cancer of the cervix. 

Patients referred for X-ray examination of the 
oesophagus should be required to abstain from both 
solid and liquid food for at least six hours. If there 
is a history of regurgitation of large or moderate 
quantities of food, a tube should be introduced and 
the wsophagus emptied as food residue might give 
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an irregular outline to the barium meal in the 
absence of carcinoma. 

The author draws the following conclusions: 

1. About 60 per cent of cases of oesophageal ob- 
struction are due to carcinoma; the remaining 40 
per cent can be cured. 

2. Benign stenosis will go on to complete ob- 
struction if it is not treated. Even cardiospasm may 
cause death from prolonged lack of water and 
nourishment. 

3. An X-ray examination should be made in 
every case of dysphagia. If the diagnosis is not 
made at first, the examination should be repeated at 
intervals of two or three weeks. An invisible foreign 
body as a cause of the dysphagia must be ruled out. 

4. Acareful X-ray examination of the cesophagus 
should be made in all cases referred for gastro- 
intestinal study in which there is high epigastric 
pain. Morris H. Kann, M.D. 


Groover, T. A., Christie, A. C., Merritt, E. A., 
and Coe, F. O.: Roentgen-Ray Diagnosis and 
_Treatment of Thymoma; Report of Two Cases. 
J. Am. M. Ass., 1925, Ixxxv, 1125. 


The authors call attention to the difficulties in 
diagnosing mediastinal tumors and the frequency 
with which such tumors are overlooked. Usually the 
correct diagnosis or even the diagnosis of mediastinal 
tumor is made first at autopsy. 

In the roentgen picture the presence of a thy- 
moma is suggested by a clear, flat, non-pulsating 
mass close to the anterior chest wall and without 
evidence of invasion of the surrounding structures. 

Two cases with this finding are reported in which 
deep X-ray therapy was rapidly followed by im- 
provement in the symptoms and a decrease in size of 
the tumor. Wittiam E. SHack.eton, M.D. 
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Karsner, H. T.: Peptic Ulcer of the Stomach. 
J. Am. M. Ass., 1925, \xxxv, 1376. 

Barker, L. F.: Peptic Ulcer from the Internist’s 
Standpoint. J. Am. M. Ass., 1925, \xxxv, 1382. 

Case, J. T.: Gastric and Duodenal Roentgen-Ray 
Findings After Operation. J. Am. M. Ass., 1925, 
Ixxxv, 1385. 

KARSNER discusses peptic, round, or simple gas- 
tric ulcers. These are usually single, but from 5 to 10 
per cent are multiple. Only 6 per cent are in situa- 
tions other than the so-called ulcer-bearing area. 

Although the base of large chronic ulcers may be 
relatively clean, most ulcers are covered and partly 
filled in by an adherent granular or slimy, pale, 
bloody, or brownish exudate. Under this exudate is 
a layer of gelatinous, pale or brown-tinged, moder- 
ately firm necrotic and granulation tissue. The next 
layer is of firm scar tissue which, if sufficiently ex- 
tensive, may produce by its retraction a serious 
permanent deformity of the stomach. Hyperemia 
is common not only around the ulcer but often also 
throughout most of that part of the stomach which 
is removed surgically. In many cases of early ulcers 
haemorrhage occurs into the exudate; it may be 
found also in other areas in the mucosa and sub- 
mucosa. Chronic hypertrophic gastritis is a com- 
mon, but not a constant, associated condition. 

Scars observed especially in specimens obtained 
at autopsy show that chronic ulcers sometimes heal. 

Cancer may follow peptic ulcer, but in the author’s 
cases the incidence of early malignant change does 
not exceed 10 per cent. 

Clinical, pathological, and experimental studies 
have not resulted in a final conclusion as to the origin 
of, or the reasons for the persistence of, peptic ulcer. 
The subject of the nature of the lesion, however, has 
been clarified by the study of fresh tissue removed 
at operation. 

The investigation of gastric ulcers has been ren- 
dered difficult by the inaccessibility of the field, the 
abnormalities produced by rendering it accessible, the 
complexity of the nervous and vascular supply of 
the stomach, the unsettled state of our knowledge 
concerning the secretory and motor functions of the 
organ, the difficulty of establishing a norm of form 
and function, and the differences between the lower 
animals and man. 

It may be said that, pathologically, peptic ulcer is 
an inflammatory lesion so situated that the gastric 
juice probably emphasizes the destruction of tissue. 
Certain findings suggest that the inflammation is 
primary, but this has not been proved. Various pre- 
disposing causes seem to be operative in the subjects 
of such lesions, but these have not been conclusively 
established. The direct exciting cause of ulcer has 


not yet been demonstrated beyond doubt. The per- 
sistence or chronicity of an ulcer depends upon a 
variety of factors, none of which can be said to 
operate in all cases. Probably several of them are 
associated. These include hyperacidity, stasis of 
neuromuscular or obstructive origin, the irritative 
and traumatic influence of the gastric contents, and 
traction of the muscle about the ulcer. 

BarKER states that despite the enormous amount 
of clinical, pathologicoanatomical, and experimen- 
tal research that has been done, the etiology and the 
successive stages in the pathogenesis of peptic ulcer 
still remain obscure. A familial tendency toward 
the development of such lesions and the relationship 
of ulcer to habitus, diathesis, vascular (especially 
capillary) anomalies, the endocrine make-up, and 
disharmonies of the vegetative nervous system 
sone a constitutional predisposition to gastric 
ulcer. 

On the other hand, the importance of environ- 
mental influences acting directly or indirectly upon 
predisposed areas of the gastro-intestinal tract is 
suggested by the predominant localization of ulcers 
in a special narrow pathway in the stomach, in the 
first portion of the duodenum, and at or near the 
margins of gastro-enterostomy openings, the differ- 
ences in the fate of acute erosions occurring in the 
regions mentioned and of erosions occurring else- 
where, the relationship of ulcer to the degree of 
acidity of the fluids that bathe the parts and the 
force of propulsion of those fluids, the frequent co- 
existence of ulcers with foci of bacterial infection, 
and the periodicity of exacerbations and recurrences 
of ulcer symptoms relative to seasons of the year or 
periods of physical and psychic stress. Today there 
is fairly general agreement that both constitutional 
and conditional factors play a réle. 

A striking feature of nearly all cases in which a 
diagnosis of gastric or duodenal ulcer is made is the 
long history of subjective digestive disturbances. 
The majority of patients with such a lesion suffer 
from epigastric pain, and the character of this pain 
is often very significant, suggesting not only the 
presence of the ulcer but also its site. 

In gastric ulcer the pain usually occurs as soon as 
food has been ingested, subsides gradually, and 
recurs again when more food is taken. When the 
lesion is at the cardiac orifice the pain may be noted 
during the swallowing of coarse food. When the 
lesion is at the lesser curvature the pain may not 


‘be noted until from a few minutes to an hour after 


the ingestion of food. When the ulcer is near 
the pylorus the pain may be still further delayed 
(though usually it occurs within two hours after the 
meal) and is sometimes relieved by vomiting or 
gaseous regurgitation. 
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In duodenal ulcer the pain usually occurs from 
two to four hours after the ingestion of food or dur- 
ing the night and, if the ulcer is uncomplicated, is 
immediately and completely arrested by the taking 
of food. 

Nausea and vomiting are more frequently asso- 
ciated with gastric than with duodenal ulcer, but are 
characteristic of neither. 

The general physical examination is more helpful 
in ruling out conditions that may simulate peptic 
ulcer than in supplying positive indications of the 
ulcer itself. Tenderness at certain pressure points, 
front and back, evidence of muscular defense in the 
right upper rectus, and the state of general nutrition 
may be of some aid in the recognition of ulcer but 
are unreliable. The study of the gastric contents, 
the faces, and the blood is not of as much aid as is 
suggested by many textbooks. The examination of 
the feces for occult blood after three days of a 
haemoglobin-free diet is a valuable technical method, 
but the absence of blood does not exclude ulcer; most 
cases of ulcer with occult blood in the faces can be 
rendered free from this sign by proper medical 
treatment for a few days. 

The symptoms of concealed perforation and 
organ penetration are difficult to interpret with- 
out roentgen-ray examinations. Roentgenological 
studies are of the utmost importance in confirming 
and extending the diagnostic data. 

With regard to treatment Barker states that as 
knowledge and experience have increased the indica- 
tions for medical treatment on the one hand and for 
surgical treatment on the other have become more 
precise. All internists now concede that when there 
are complications which seriously threaten life sur- 
gery should not be delayed. For other cases, most 
internists and many surgeons recommend first a fair 
trial of the more conservative methods. 

The food given in cases of ulcer must be non- 


irritating and so chosen and administered that it will . 


not increase the hydrochloric acid content of the 
gastric juice or stimulate hypersecretion. It must 
also be adequately varied and of a caloric value 
sufficient to restore and maintain a normal state of 
nutrition. Alcohol, tobacco, and strong coffee and 
tea must be forbidden. Hypersecretion may be 
combated by restricting the size of the meals and 
giving them at intervals of two hours. 

At the beginning of treatment rest should be en- 
joined. There should be a short period of complete 
digestive rest and a longer period of total bodily 
rest in bed with protection from all disturbing 
psychic influences. In mild cases the period of abso- 
lute rest need not be prolonged. 

Drugs have their place in ulcer therapy, but their 
value has been overestimated and the amounts used 
have been excessive. The free use of alkalies is 
associated with the danger of intoxication. Reme- 
dies for the alleviation of spasm (belladonna, hyos- 
cyamus, papaverin, phenobarbital) may be given in 
small and frequently repeated doses. The cautious 
intravenous injection of foreign proteins has recent- 


ly been highly recommended for the speedy allevia- 
tion of the symptoms of ulcer and seems worthy of 
further testing. Pain, vomiting, and hemorrhage 
may require special treatment, but are usually easily 
and quickly controlled. 

After the symptoms have been relieved and the 
normal state of nutrition has been restored the pa- 
tient should be kept permanently on a protective 
régime with regard to diet, work, and recreation, and 
his general bodily and mental health should be kept 
at as high a level as possible. 

CAsE discusses the advantages and describes the 
technique of roentgen-ray examinations after gastric 
and duodenal operations. Such examinations are of 
value in revealing the cause of symptoms related to 
the mechanics of the stomach. They also afford a 
valuable check to the surgeon with regard to the 
postoperative course, furnish valuable data for 
research, reyeal the cause of new or persisting 
symptoms, and show which are the most successful 
operations. 

The clinical history of the case and, if possible, the 
details of the operative procedure should be known 
to the roentgenologist. 

In Case’s surgical work all patients upon whom a 
gastric or duodenal operation is to be performed 
come to the operating table with a duodenal tube 
already in place. If the metal tip is removed there is 
rarely any difficulty in passing such a tube through 
the nose. If it has already been passed by mouth it 
is a simple matter to bring the upper end back 
through the nose by the aid of a small catheter. This 
tube, which is useful for keeping the stomach empty 
and for lavage, is of value also for the introduction of 
the opaque material in cases in which it seems de- 
sirable to make a roentgen-ray study from one to 
two days after a gastroduodenal operation. It 
should be removed as soon as gastric lavage shows 
that the stomach is emptying itself. 

Case describes the roentgen-ray findings after 
gastro-enterostomy in cases of gastrojejunal ulcer 
and gastrocolic fistula, and after the various types of 
gastric resection. Carv R. STEINKE, M.D. 


Walton, A. J.: Gastrojejunal Ulcer. Lancet, 1925, 
ccix, 


The author’s statistics and those of others indicate 
that gastrojejunal ulcer follows gastro-enterostomy 
in approximately 2 per cent of cases; that it usually 
follows the operation for pyloric or duodenal ulcer; 
and that it is rare after operation for ulcer of the 
lesser curvature. Of the author’s 783 gastro-enteros- 
tomies, eleven were followed by marginal ulcers. 
Of 417 of these operations which were performed for 
pyloric and duodenal ulcer, ten were followed by 
marginal ulcers. Of the eleven patients with gastro- 
jejunal ulcer, ten were males. 

The ulcer appears at the juncture of the stomach 
and jejunum. In the early stages it is shallow and 
superficial, but later it penetrates and may involve 
the colon, perforate into the peritoneal cavity, or 
become fixed to the anterior abdominal wall. 
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Gastrojejunal ulcer is attributed to faulty tech- 
nique with the use of silk for the anastomosing su- 
ture. It is favored also by pyloric occlusion which 
interferes with proper neutralization of the gastric 
juice. Von Haberer reports that a gastrojejunal 
ulcer followed three of a series of 275 simple gastro- 
enterostomies and twelve of seventy-one operations 
with pyloric occlusion. 

Walton condemns partial gastrectomy for duo- 
denal and pyloric ulcer, even ulcers of the lesser 
curvature, because of the possibility of late after- 
effects, the higher mortality rate of this procedure, 
and the fact that marginal ulcers follow partial gas- 
trectomy by the Pélya and Billroth II techniques 
as frequently as simple gastro-enterostomy. 

Gastrojejunal ulcer is more likely to develop in 
cases with high acidity before and after gastro- 
enterostomy. 

The symptoms appear early and at first are mild 
and periodical. They then gradually increase in 
severity, the patient returning for relief three or 
four years after operation or, in some cases, as late 
as ten or fifteen years. When the symptoms are 
well defined they are similar to those of duodenal 
ulcer. The pain comes on late after the ingestion of 
food, often awakening the patient at night. Not 
infrequently it radiates into the left groin and is 
rather diffuse. Hamorrhage is not common. The 
roentgenological findings may be questionable, 
especially in early cases. 

In early cases medical treatment may be given, 
but when the symptoms are well marked, operation 
is indicated. Joun A. Wotrer, M.D. 


Hurst, A. F.: A Chronic Tuberculous Ulcer of the 
Stomach. Guy’s Iosp. Rep., Lond., 1925, lxxv, 
428. 

The case reported was that of a man aged 46 years. 
In the author’s opinion the lesion was a chronic gas- 
tric ulcer which had become infected secondarily 
by tubercle bacilli in the swallowed sputum. 

Carv R. M.D. 


Eliot, LeWald, L. T., McCreery, J. A., Woolsey, G., 
and Others: Gastro-Enterostomy for Pyloric 
Ulcer; Six Years After Operation. Ann. Surg., 
1925, Ixxxii, 664. 

Exior presented before the New York Surgical 
Society a woman who had a gastro-enterostomy six 
years ago for duodenal ulcer near the pyloric ring. 
This operation was followed by a good recovery. One 
year ago the patient returned with symptoms of 
enteroptosis. A roentgenogram showed a large ex- 
cavated ulcer on the lesser curvature and a gastro- 
enterostomy orifice that was not working. If the 
ulcer had been situated near the pylorus a second 
gastro-enterostomy could have been made, but on 
account of the size of the ulcer and its situation it 
was decided to postpone operation. Medical treat- 
ment was followed by complete subsidence of the 
symptoms. Recently in another series of roent- 
genograms it was found that the ulcer had completely 


disappeared and that both the stomach and _ the 
gastro-enterostomy orifice were working satisfac- 
torily. This case demonstrates that all such cases 
should have the benefit of medical treatment before 
operation is attempted. 

LEWALp said that many roentgenologists would 
have made a diagnosis of duodenal ulcer from Eliot’s 
roentgenograms, and that it is necessary for the 
roentgenologist to know the clinical history of a case 
before he can safely venture an opinion. 

McCreery stated that about one-half of perfo- 
rated ulcers will heal following simple closure. In 
the other cases, gastro-enterostomy is necessary. 

Woo tseEy reported that he has had to re-operate in 
many cases in which simple closure of a perforated 
ulcer had been done without a gastro-enterostomy. 
He therefore believes that gastro-enterostomy should 
be done whenever the condition will permit it. 

CoLey cited a case in which simple closure of a 
perforated ulcer was done without gastro-enteros- 
tomy fifteen years ago and the patient is still well. 
He believes that surgical opinion at the present time 
favors simple closure with the reservation of gastro- 
enterostomy for a later operation in case the symp- 
toms recur. 

LEWISOHN stated that the question as to whether 
gastro-enterostomy should be added to closure in 
cases of perforated pyloric or duodenal ulcer must be 
decided on the basis of the conditions in the particu- 
lar case. A gastro-enterostomy should be done if 
there is a constriction of the pylorus after closure of 
the perforation. 

Poor has found that gastro-enterostomy has been 
required Jater in one of three cases in which simple 
suture was done, but that under such conditions it 
may be performed with relative safety. 

J. Pickett, M.D. 


Verbrugge, J.: Gastrojejunocolic Fistula. Arch. 
Surg., 1925, xi, 790. 

Two hundred and two cases of gastrocolic and 
jejunocolic fistula are reviewed and fourteen new 
cases presented. In ninety-five, the fistula was the 
result of a jejunal ulcer after gastro-enterostomy and 
in 121 the result of primary lesions. 

Gastrojejunocolic fistula may be congenital or 
traumatic, or due to primary lesions or to gastro- 
jejunal or jejunal ulcer after gastro-enterostomy. 
Fistule are almost invariably single, but in a few of 
the cases reviewed they were multiple. The mucous 
membrane covering the fistulous tract is usually not 
abnormal. The efferent branch of the jejunum is 
often dilated, and the colon is sometimes narrowed 
at the point of the fistula. 

In the formation of a fistula following gastro- 
enterostomy there are four periods: (1) the ulcer 
period; (2) the period of relief following gastro- 
enterostomy; (3) the period of formation and pro- 
gression of the jejunal ulcer; and (4) the period of 
the fistula itself. The symptoms of fistula are 
diarrhoea, eructations, vomiting, pain, and loss of 
weight. The stool may contain undigested food 


194 


from the stomach. Both eructations and vomiting 
are aggravated by enemas. Fecal vomiting is not as 
common as the belching of foul gas. Pain is rare, 
inconstant, and variable in its site. The loss of 
weight is often marked, and the patient is likely to 
become emaciated, dehydrated, and weak. The 
appetite is usually normal. 

Physical signs are of secondary importance. 
Masses of adhesions may form a palpable tumor. 
‘Tenderness may be noted and there.may be visible 
peristalsis. 

The diagnosis depends chiefly upon the occur- 
rence of marked wasting without apparent cause, 
fwcal smelling eructations, faecal vomiting without 
evidence of obstruction, the demonstration of 
stercobilin and indol in the vomitus, and intermit- 
tent diarrhoca in which the stools contain undigested 
food, fats, and hydrochloric acid, or some combina- 
tion of these symptoms. It may be aided by the 
administration of colored meals or colored enemas. 
Roentgenological examination is valuable particu- 
larly if it reveals an abnormal course of the bismuth 
meal or bismuth enema. 

The treatment consists in the usual prophylactic 
measures regarding dict, alkalies, and general habits; 
pre-operative treatment to check the diarrhoea and 
improve the general condition; and operative pro- 
cedures as simple as possible. The best results have 
been obtained from closure of the fistula and repair 
of the operative stoma. If the pylorus is obstructed, 
gastro-enterostomy must be again undertaken. 
Stricture may necessitate resection of the colon, and 
extensive adhesions may call for wide resection. 


Hurst, A. F.: The Diagnosis of Cancer of the Stom- 
ach. Guy’s Hosp. Rep., Lond., 1925, Ixxv, 395. 
Lloyd, N. L.: Cancer of the Stomach: An Analysis 
of Fifty Cases at Guy’s Hospital. Guy’s Hosp. 

Rep., Lond., 1925, Ixxv, 410. 

Hurst reviews the records of sixty-seven cases of 
cancer of the stomach. The three principal aids in 
the diagnosis of this condition are the test meal, the 
roentgen ray, and examination of the stools. Hurst 
discusses the test meal with regard to the resting 
juice, acidity, and presence of blood. If achlorhy- 
dria is indicated by the test meal he repeats the meal 
a few days later after preliminary lavage. If free 
acid is then found the presence of chronic gastritis or 
chronic gastric ulcer is suggested as in these condi- 
tions the achlorhydria is due to the neutralization of 
the free acid by the excess of alkaline mucus which 
is always present. If the achlorhydria is demon- 
strated by the meal following the lavage the condi- 
tion is probably malignant. 

Obvious blood was found in 44 per cent of the 
cases reviewed. Its constant presence in association 
with achlorhydria has been observed by Hurst only 
in cancer of thé stomach. 

With regard to the roentgen-ray examination 
Hurst states that some abnormality suggestive of a 
growth will be discovered in almost every case of 
cancer of the stomach if a good technique is used and 
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the observer is experienced. The patient should be 
examined under the screen in various positions 
and especially in the Trendelenburg position which 
causes complete filling of the fundus with the opaque 
meal. In cases of pyloric obstruction and dilatation 
of the stomach Hurst uses Senoran’s evacuator to 
empty the stomach before the test meal is given in 
order that the outline of the pyloric end of the 
stomach and the progress of the peristaltic waves 
may be investigated more satisfactorily. 

For the examination of the stools for occult blood 
Hurst advises a spectroscopic examination for 
hematoporphyrin in addition to tests for hematin. 
He gives a charcoal biscuit with the first meal of the 
restricted diet and examines the first and subsequent 
stools passed when the faces no longer are blackened 
by the charcoal. He has never seen a case of cancer 
of the stomach or colon in which occult blood was 
not present. In the cases reviewed the guaiac test 
was positive in 100 per cent and the spectroscopic 
test was positive in 91 per cent. 

Hurst is an advocate of medical treatment for 
gastric and duodenal ulcer so Jong as there is no 
hour-glass contraction or pyloric obstruction. If the 
symptoms still persist at the end of two weeks of such 
treatment, if the crater has not disappeared or become 
much smaller at the end of a month, or, most im- 
portant, if the quantity of occult blood remains un- 
changed, operation should be advised without delay. 

One case is reported in which malignant degen- 
eration occurred in a chronic gastric ulcer while the 
patient, a man 66 years of age, was still under 
observation. 

Hurst states that in every suspected case of cancer 
of the stomach the blood should be examined and a 
Wassermann test should be made. 

Lioyp reports that during the years 1921 to 1924, 
174 cases of carcinoma of the stomach were admitted 
to the medical and surgical wards of Guy’s Hospital. 
In 122 of these cases the diagnosis was confirmed by 
operation or autopsy. The remainder, which were 
diagnosed on the basis of clinical and other findings, 
were considered inoperable and discharged for treat- 
ment elsewhere. 

Of the 122 patients, many were operated upon 
without any preliminary investigation or were ad- 
mitted in such poor condition that investigations 
were impracticable before death occurred. ‘There 
remained fifty cases in which the diagnosis was con- 
firmed and sufficient investigation was done to 
warrant a report. 

In all of these cases a fractional test meal was given. 
An X-ray examination was made in forty-six and the 
faeces were examined for occult blood in thirty-eight. 

Of the forty-five cases in which the test meal was 
examined, thirty-nine showed no free acid. Of the 
remaining six, four showed normal free acid and two 
showed hyperacidity. In twenty-one cases blood was 
found. In twelve cases sugar was present from a 
meal taken twelve hours previously, and in six of 
these starch was also found. In only one case were 
the specimens at all foul smelling, a condition which, 
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according to Bennett, is very common in carcinoma 
of the stomach. 

Twenty-three of the cases showed delay in empty- 
ing; seventeen, no delay; and ten, rapid emptying. 

Blood was present throughout the test meal in 
twenty-three cases. In nine cases it was found in 
some specimens of the test meal, and in eighteen it 
was not found at all. 

Of the thirty-eight cases in which the stools were 
examined for occult blood the guaiac test was posi- 
tive in thirty-five. 

In forty-four cases a fluoroscopic examination was 
made after an opaque meal. ‘Twenty-two showed 
definite evidence of carcinoma, while eight were re- 
ported normal in every respect. In the remainder 
the findings were variable. 

In 44 per cent of the cases there was a history of 
gastric trouble of some kind for more than a year, 
while in 56 per cent the history of such trouble did 
not extend further back than one year. 

Removal of the growth was done in nine cases. 
In the remainder it was found inadvisable or impos- 
sible because of the patient’s poor general condition, 
the presence of secondary deposits, or the extent of 
infiltration of the growth into the surrounding 
tissues. 

Brief notes are given on each of the fifty cases. 

Cari R. Stremnke, M.D. 


Lower, W. E., and Higgins, C. C.: Retroperitoneal 
Hernia. Ann. Surg., 1925, \xxxii, 576. 


Retroperitoneal herniz may be divided into four 
groups: duodenal, pericecal, intersigmoid, and 
those formed by herniation through the foramen of 
Winslow. 

The symptoms of paraduodenal hernia are those of 
chronic or acute intestinal obstruction. Distention, 
nausea, vomiting, belching, and constipation are 
common. Physical examination frequently reveals 
a tumor mass which is globular and cystic and usu- 
ally situated in the right lower quadrant. A gurgling 
sound is audible over the tumor and percussion 
yields a sonorous tympanitic note. Dilatation of the 
veins of the abdominal wall may be caused by pres- 
sure on the inferior mesenteric vein. ‘The X-ray is of 
little aid in the diagnosis. 

The treatment indicated is surgical reduction of 
the hernia. Injury to the large vessels at the neck of 
the sac must be avoided. If adhesions prevent reduc- 
tion, the neck of the sac must be enlarged to prevent 
strangulation of the bowel. 

The authors report a case of paraduodenal hernia 
on the left side and another in which it occurred on 
the right side. Wi11am J. Pickett, M.D. 


Brown, F. R.: Right Duodenal Hernia: With a Re- 
port of a Case Successfully Operated on, the 
Fourth Recorded Recovery. Brit. J. Surg., 1925, 
xili, 367. 

To date, not a single case of duodenal hernia on 
the right side has been diagnosed before operation or 
autopsy. According to Moynihan, the sac always 


occupies the right half of the abdominal cavity, the 
orifice is situated behind and to the left of the sac, 
on the lumbar vertebra, and either the superior 
mesenteric artery or a continuation of the ileocolic 
artery is to be found in the anterior margin of the 
sac. 

The author’s patient stated that he had had a fall 
seven years previously and had never been well since. 
While at stool two months before bis admission to 
the hospital he felt something give in the epigas- 
trium, and for one month thereafter experienced a 
steady: dull epigastric pain. 

Physical and X-ray examinations were negative. 
When the abdomen was opened no small intestine 
was visible, but coils could be seen through a layer 
of peritoneum. Investigation revealed that all of 
the intestine in this region was enclosed in a large 
hernial sac. The mouth of the sac was toward 
the left. Its posterior boundary was formed by the 
lumbar vertebre covered by peritoneum, and in the 
antericr margin lay the superior mesenteric artery. 
More than the upper two-thirds of the small intes- 
tine was included in the sac, the jejunum entering 
the sac about 3 in. from the duodenojejunal juncture, 
which appeared to be in its normal position. The 
hernia was reduced, the neck of the sac was closed 
with a catgut suture, and the fundus was removed. 
The patient made an uneventful recovery and has 
had no return of symptoms. 

Harry W. Fink, M.D. 


Kantor, J. L.: A Clinical Study of Some Common 
Anatomical Abnormalities of the Colon. 
Il. The Low Cxcum. Am. J. Roentgenol., 1925, 
xiv, 207. 

In its normal embryological descent the cacum 
comes to rest in the right iliac fossa. If the ascending 
colon is provided with a mesentery the cecum is 
mobile. If in addition to hyperdescent the normal 
fixation of the colon is continued downward, a low 
fixed caecum results. 

This article is based on 100 anomalies encountered 
in 554 patients complaining of various gastro-intes- 
tinal symptoms who were studied with the aid of the 
barium meal. The observations were made nine 
hours after the barium meal. A caecum was called 
low when it had prolapsed half way or more into the 
pelvis as seen in the dorsoventral film taken with 
the patient prone. The 100 low cacums were, on an 
average, 24% in. longer than the normal cacums 
which averaged 7 in. in length. The incidence of low 
cecum was 18.1 per cent. Seventy-nine per cent of 
the patients with this condition were women. 

The systemic symptoms of low cacum are nausea, 
vomiting, headache, and depression. Local symp- 


_ toms are colicky pain in the right lower quadrant of 


the abdomen. Physical examination usually re- 
veals an asthenic subject and an easily palpable, 
gurgling, tender cecum. The positive diagnosis is 
made by roentgen examination. 

In most cases proper conservative medical care 
gives relief or a cure. Rest, abdominal support, and 
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the administration of oil by mouth or by small 
enemata are indicated. I. Epwarp Bisuxow, M.D. 


Rochet and Thévenot: Appendicitis and Diseases 
of the Right Kidney (Appendicite et affections du 
rein droit). J. d’urol. méd. ct chir., 1925, xix, 546. 


A relation between appendicitis and kidney 
lesions has been under investigation for a long 
time. ‘The authors state that 6 per cent of their 
patients with renal infection have an appendec- 
tomy scar. Such cases may be divided into three 
groups—those in which there has been an error in 
diagnosis, those in which the occurrence of the 
two conditions was merely a coincidence, and those 
in which there was a causal relationship between 
the two conditions. 

Errors in diagnosis are not at all infrequent. An 
attack of appendicitis is occasionally mistaken for 
renal colic, and in children an acute pyelonephritis 
or the lodging of a calculus at the lower end of the 
ureter may readily simulate the syndrome of acute 
appendicitis. 

The cases in which the occurrence of the two infec- 
tions is merely a coincidence are probably few and 
are of little interest. 

In the cases with a causal relationship between the 
appendicitis and the renal lesion the appendicitis is 
usually the primary condition. The kidney symp- 
toms are hematuria or pyuria. ‘The lesions vary. 
Direct infection of the ureter may be followed by 
pyelitis or pyelonephritis, and if it is severe, by peri- 
ureteritis with subsequent stricture formation. 
Other conditions observed are nephritis, tuberculo- 
sis, and perinephritic abscess. 

Hematuria alone or with pyuria may occur in 
either acute or chronic appendicitis. The cause is 
usually direct infection of the ureter, reflex renal 
congestion, or hemorrhagic nephritis, and less fre- 
quently infarction of the kidney or toxemia. The 


congestion may depend upon the well-known con- . 


nections between the renal and intestinal blood 
supplies. 

Infection of the kidney may be hamatagenous or 
occur by way of the appendicular, ureteral, and renal 
lymphatics. Direct infection may occur from an 
abnormally high appendix. 

Renal tuberculosis and tuberculous appendicitis 
have been reported. 

Perinephritic abscess may be of hamatogenous or 
lymphatic origin. It must not be confused with 
retrocwecal abscess invading the kidney fossa. 

In general, the prognosis in these cases is favor- 
able, recovery following the removal of the cause, 

the appendix. 

' In the discussion of this report MARION suggested 
that there may be a relationship between movable 
kidney and chronic appendicitis and recommended 
nephropexy with removal of the appendix through 
the lumbar incision. 

GAYET stated that an explanation for such cases is 
to be found in renal ptosis, ptosis of the cecum, and 
an abnormally long appendix. 


MAISONNET reported that eight of every ten of his 
patients with hydronephrosis on the right side had 
an appendectomy scar, and that not all such cases 
are to be explained by an error in diagnosis. 

MICHON stated that lesions of the appendix and 
kidney are favored by visceroptosis. 

Avsert F. DeGroat, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Carlson, A. J.: Physiol of the Liver: Present 
Status of Our Knowledge. J. Am. M. Ass., 1925, 
Ixxxv, 14068. 


The author reviews the methods employed in the 
investigation of liver function in man and in ani- 
mals. Experimental evidence is fairly conclusive that 
fibrinogen is produced in the liver. It is known also 
that under the influence of proteoses the liver pro- 
duces substances that both retard and accelerate 
coagulation of the blood. 

The relation of the liver to protein metabolism is 
not positively established, but the evidence seems to 
show that considerable deamidization occurs in the 
liver. 

The liver is an important factor in carbohydrate 
metabolism. For normal storage of glycogen how- 
ever, the liver cells are dependent upon the pancreas 
hormone. Recent work by Mann seems to show that 
after total loss of the liver the animal completely 
loses its ability to regulate the level of the blood 
sugar. The liver seems to be the main, if not the 
only, organ capable of forming glycogen from 
fructose and galactose. 

The relation of the liver to fat metabolism is not 
yet well understood. 

The formation of bile appears to be a process of 
both secretion and excretion. With regard to the 
bile pigment Mann states that the liver acts largely 
as an excretory organ. The bile acids appear to be 
synthesized in the liver. Probably like other tissues, 
the liver has the power to form cholesterin. ‘The 
excretory réle of the liver is demonstrated by the 
great number of substances artificially introduced 
into the body which appear in the bile. 

In Carlson’s opinion, the réle of the gall bladder as 
the storage organ for bile has been greatly exag- 
gerated. There are no definitely demonstrated 
cholagogues besides foods, acid gastric juice, the 
bile salts, and whole bile. 

Most of the problems with regard to the relation 
between the nervous system and liver function have 
been solved only incompletely. Carlson outlines the 
known fundamentals of this interesting investigation. 

J. Frank Doucuty, M.D. 


Opie, E. L.: The Pathological Physiology of the 
Liver in Relation to Intoxication and Infec- 
tion. J. Am. M. Ass., 1925, 1xxxv, 1533. 

McClure, C. W., Mendenhall, W. L., and Hunt- 
singer, M. E.: The Evaluation and Treatment 
of Disturbed Liver Function. J. Am. M. Ass., 
1925, IXxxv, 1537. 


we 
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Lyon, B. B. V., and Swalm, W. A.: The Therapeu- 
tic Value of Non-Surgical Drainage of the Bili- 
ary Tract. J. Am. M. Ass., 1925, Ixxxv, 1541. 

Opte calls attention to the ability of the liver to 
select from the blood stream and fix within itself the 
various substances that are foreign to the normal 
metabolism of the body. He reviews the evidence 
regarding the relation of the liver to intoxication 
and infection and draws the following conclusions: 

By means of the peculiar endothelium of its 
sinusoids the liver fixes insoluble inorganic particles, 
many kinds of organic particles such as bacteria and 
substances in colloid suspension, and perhaps many 
substances dissolved in the plasma. 

With immunization, the liver shows increased 
ability to fix bacteria and foreign particles and ren- 
der them harmless. 

The liver removes from the portal blood many 
injurious agents which enter the gastro-intestinal 
tract and prevents their entrance into the systemic 
circulation. 

Fixation of injurious substances may cause de- 
structive changes and permanent lesions in the 
liver. 

McCLurE, MENDENHALL, and HUNTSINGER out- 
line some of the principal results of correlated 
studies on the functional state of the liver in the 
lower animals and man. The studies include meth- 
ods of ascertaining the state of hepatic function and 
methods of influencing it. In the method used by 
the authors for the determination of hepatic func- 
tion the liver is stimulated by oleic acid and the 
resulting bile is collected from the duodenum by 
means of a tube, inspected, and analyzed for biliru- 
bin, total pigments, bile acids, and cholesterol. 

It has been found that the duodenal bile is altered 
little, if any, by the action of the gall bladder. Mag- 
nesium sulphate was proved to have a depressant or 
stimulating effect upon liver function, depending 
upon the quantity of the salt that reaches the liver. 
The authors’ findings indicate that by means of this 
drug deranged function of the liver may be modi- 
fied favorably to produce clinical amelioration of 
disease. For good results, however, considerable 
experience is necessary. 

Lyon and Swat describe three vicious circles in 
chronic gall-tract disease. 

The first is dependent upon the lymphatic drain- 
age between the gall bladder, liver, and pancreas, 
especially in cases of mural or interstitial cholecysti- 
tis due to bacterial infection. 

The second circle is the resorption of bacteria or 
toxic substances in the bile by way of the mesenteric 
veins, their transportation through the portal sys- 
— and their partial re-excretion in the liver 

ile. 

The third vicious circle is the absorption of the 
toxic bile by the mesenteric lacteals and its trans- 
portation to the general circulation in which it 
exerts a harmful effect upon all tissues. 

The first vicious circle is broken by surgical re- 
moval of the gall bladder. For interruption of the 


second and third circles, which are beyond the scope 
of surgery, non-surgical drainage of the biliary tract 
is indicated. The authors describe the technique of 
continuous drainage in detail. 

Biliary tract drainage is of great therapeutic value 
in relapsing cholangeitis, many cases of obstructive 
jaundice, in quiescent cholelithiasis, in cases in which 
surgical measures cannot be undertaken, in epidemic 
hiccough, in cases of persistent biliary fistula, in 
jaundice following arsphenamine treatment, in 
simple catarrhal jaundice, in early gall-bladder and 
gall-duct catarrh, in gall-tract disease associated 
with duodenitis, in hepatico-intestinal toxamia, in 
severe ‘‘sick headache,” in certain forms of asthma, 
in some cases of chronic neuritis and arthritis, in the 
cases of typhoid carriers, and in cirrhosis of the liver. 
With regard to its limitations, Niles is quoted. 

In biliary tract disease the diet should be low in fat 
and protein and small feedings should be given fre- 
quently. In association with non-surgical drainage 
colonic irrigations should be given when indicated 
and vaccine therapy should be used. 

The authors report a number of cases and review 
the results obtained in 376. In 318 of the latter only 
non-surgical measures were used. 

J. Frank Doucurty, M.D. 


Greene, C. H., McVicar, C. S., Walters, W., and 
Rowntree, L. G.: Diseases of the Liver. IV. 
Functional Tests in Cases of Carcinoma of the 
Liver and Biliary Tract. Arch. Int. Med., 1925, 
XXXVI, 542. 


The determination of the serum bilirubin and the 
phenoltetrachlorphthalein test promise to be of 
very definite assistance in the study of cases of 
abdominal carcinoma and suspected malignant 
disease of the liver. The greater number of the 
other tests for hepatic function which were studied 
by the authors failed to show significant changes or 
sufficiently specific changes to be of any great 
clinical value. 

When extension of the malignant process to the 
liver is accompanied by jaundice as from obstruc- 
tion of the extrahepatic bile passages, it is direct 
evidence of a disturbance in the normal physiological 
activity of the liver. In such cases functional tests 
and the determination of the serum bilirubin are of 
value in that they furnish a sensitive and quantita- 
tive means of studying the effects of the jaundice. 
In the differential diagnosis, the tests are of less value 
as the jaundice dominates both the clinical picture 
and the laboratory findings. The jaundice asso- 
ciated with malignant disease in the liver is not to 
be differentiated by these tests from obstructive 
jaundice. 

It is in the study of patients with carcinoma in- 
volving the liver and without jaundice that func- 
tional tests, and particularly the phenoltetrachlor- 
phthalein test, are of the greatest value. In cases 
in which there was clinical evidence of malignant 
disease of the liver, confirmatory results were ob- 
tained by functional studies. In the absence of 
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clinical evidence of hepatic involvement, the phenol- 
tetrachlorphthalein test may furnish the only evi- 
dence of the presence of metastatic nodules in the 
liver. 

Positive tests are not obtained in all cases of 
metastatic involvement of the liver, since positive 
tests are a measure of the interference with the 
activity of the liver as a whole and the liver is 
an organ with a large margin of safety. For this 
reason, however, positive tests become doubly sig- 
nificant. 

There are definite limitations to the use of func- 
tional tests in the study of hepatic disturbances. In 
the experience of the authors the extreme difficulty 
attending the early clinical recognition of malignant 
involvement of the liver and biliary passage was 
again manifest. ‘The authors believe that the serum 
bilirubin and the phenoltetrachlorphthalein tests are 
of clinical value in the early diagnosis of carcinoma 
of the liver and biliary tract. 


Mann, F. C.: Modified Physiological Processes 
Following Total Removal of the Liver. J. Am. 
M. Ass., 1925, 1xxxv, 1472. 


The blood sugar decreases from the instant the 
liver is removed. Muscle glycogen decreases con- 
comitantly. When the blood sugar falls to a certain 
level the characteristic symptoms associated with a 
low blood sugar value appear, and if glucose is not 
administered, the animal dies in a condition of 
hypoglycemia. ‘The proper administration of glu- 
cose prevents the hypoglycemia and the develop- 
ment of the characteristic symptoms, and prolongs 
the life of the animal for many hours until a differ- 
ent condition develops. ‘The cause of death in the 
latter condition has not been determined. 

The action of glucose in the hypoglycemic con- 
dition is specific. ‘The decrease in blood sugar fol- 
lowing hepatectomy occurs also in the condition of 
hyperglycemia that follows extirpation of the pan- 
creas. The transitory hyperglycemia that follows 
the administration of epinephrin, the production of 
asphyxia, and similar procedures does not occur 
after hepatectomy. An animal will die following the 
development of hypoglycemia even when a con- 
siderable amount of glycogen is still present in the 
muscles. If the blood-sugar level is maintained 
above normal in the hepatectomized animal, the 
muscle glycogen will increase. 

Urea formation ceases immediately after removal 
of the liver. The amino acids, which normally would 
have entered into the process of urea formation, 
accumulate in the blood and, if the kidneys are 
active, are excreted in the urine. Uric acid is not 
destroyed, but accumulates in the blood and tissues 
or, if renal activity is maintained, is excreted in the 
urine. 

In the hepatectomized animal a yellow pig- 
ment accumulates which gives a positive reaction 
to the accepted chemical tests for bilirubin and pro- 
duces the same curve of light transmission with the 
spectrophotometer. 


Andrews, C. F.: Gall-Bladder Disease. Nebraska 
State M. J., 1925, x, 365. 

Andrews summarizes the chief points in the diag- 
nosis and surgical treatment of diseases of the biliary 
tract. 

The thin-walled gall bladder is made up of elastic 
tissue and a small amount of unstriped muscle fiber. 
It has a narrow, eccentrically placed outlet and a 
generous blood supply and lymphatic drainage. It is 
now believed that an infection of the liver very often 
precedes that of the gall bladder, the latter becom- 
ing involved secondarily through the free lymphatic 
anastomoses. 

The frequency with which pancreatitis is associ- 
ated with biliary disease is explained largely by the 
free anastomosis between the lymphatics of the 
biliary system and those of the head of the pancreas, 
and to a lesser degree by the close relationship be- 
tween the larger pancreatic duct and the common 
bile duct. 

The nerve supply of the gall bladder is made up of 
the sympathetic fibers from the cceliac plexus corre- 
sponding to the lower six thoracic segments of the 
cord, fibers from the vagus, and occasionally, sensory 
fibers from the phrenic nerve. These connections 
explain the pain and sensation of constriction along 
the costal margins, the gastric symptoms, and the 
shoulder pain which are so frequently associated 
with gall-bladder disease. 

The chief functions of the gall bladder are the 
storage and concentration of bile during meals and 
its ejection after meals. The ejection of bile is 
dependent more upon outside pressure, such as 
that produced by respiration and other muscular 
movements, than upon the action of the small amount 
of involuntary muscle in the gall-bladder wall. 

Any condition that increases biliary stasis favors 
infection. Infection is common in pregnancy and the 
puerperium because of increased biliary stasis, an 
increased cholesterol content in the bile and blood, 
and constipation. In the majority of cases infection 
is followed by stone formation. The gall bladder 
may be the focus of arthritis, myositis, or neuritis. 
It is not unusual for chronic migraine to disappear 
after the removal of this viscus. 

In acute cholecystitis the picture is one of two 
types, depending upon whether or not the cystic 
duct is obstructed. In the simple non-obstructive 
type there is gradual onset of the condition with 
malaise, nausea, loss of appetite, bloating and belch- 
ing, aching pain, slight fever, leucocytosis, coating of 
the tongue, constipation, headache, and a definite 
but not severe tenderness and rigidity in the right 
hypochondrium. 

In acute obstructive cholecystitis there is a steady 
severe boring pain in the epigastrium or the right 
upper abdomen, which usually radiates to the right 
scapula. Frequently distention is noted. Breathing 
may be painful because of tympanitis or diaphrag- 
matic spasm. Tenderness and rigidity in the right 
hypochondrium are extremely marked, usually pre- 
venting the palpation of the enlarged, tense, tender 
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gall bladder. There is a rise in the pulse and respira- 
tory rate, the temperature, and the number of white 
blood cells. 

Chronic cholecystitis is the most common form 
of biliary disease. The greatest benefit is derived 
from an interval cholecystectomy, performed before 
the disease has involved adjacent organs. Cholan- 
geitis is almost invariably secondary to, or accom- 
panied by, cholecystitis, usually with stones. The 
syndrome is familiar—chills, fever, recurring colic, 
orange yellow jaundice, clay-colored stools, bile- 
laden urine, a leucocytosis, and often a loss of 
weight. In most cases of malignancy there is a his- 
tory of gall stones. 

X-ray examination reveals a certain percentage of 
gall stones, but is of little value when it is negative. 
For cholecystography Graham and Cole first used 
the dye, tetrabromphenolphthalein, but later em- 
ployed its sodium salt which is more soluble and less 
toxic. Because of the toxicity of the dye, there are 
definite contra-indications to its use. These are: 
hypertension, common duct obstruction, hepatic 
damage, auricular fibrillation, arteriosclerosis, hy- 
perthyroidism, chronic heart disease, and extreme 
diabetes. In known cases the test is quite unneces- 
sary. The toxic reaction, which is usually not severe, 
is readily controlled by the injection of adrenalin. 
The test meal is of doubtful value. The test for bile 
in the blood serum is of aid in cases with slight 
obstruction to the common duct which is not enough 
to cause jaundice of the skin or sclera. 

The duodenal tube may be of value in demon- 
strating the presence of pus cells, bacteria, and 
lymph in the bile. When operation is not advisable, 
an autogenous vaccine may be prepared from the 
material withdrawn. The use of such a vaccine in 
conjunction with the introduction of a half-saturated 
ge of magnesium sulphate is sometimes benc- 
ficial. 

Walters found that the cause of postoperative 
death in cases of obstructive jaundice is mainly intra- 
abdominal oozing from the raw surfaces. To prevent 
this, 5 c.cm. of a 10 per cent calcium chloride solu- 
tion are injected intravenously on three successive 
days. Calcium lactate, 100 gr., is given by mouth 
each day, large amounts of carbohydrates are ad- 
ministered by mouth and proctoclysis, and at least 
2,500 c.cm. of water are given every twenty-four 
hours to overcome desiccation and aid in the elimina- 
tion of bile pigments. The reduction of the coagula- 
tion time is almost immediate and persists for from 
cight to fourteen days. Cholecystectomy is contra- 
indicated in the presence of jaundice. 

In surgery of the biliary tract, adequate incision 
and perfect exposure are essential for success. In 
the ordinary case of chronic cholecystitis, with or 
without stones, removal of the gall bladder is the 
operation of choice. Drainage alone is indicated in 
acute gangrenous cholecystitis, severe jaundice with 
a prolonged coagulation time, the cases of very aged 
or severely debilitated patients, severe pancreatitis, 
and cases of cholecystitis associated with pregnancy. 


Signs of hepatitis seen at operation are of two 
types: dull gray patches on the liver near the gall 
bladder and milky white lines of varying length, 
breadth, and prominence. The lines are due to 
inflammation and subsequent cicatrization of the 
lymphatics of the liver. The dull gray patches are 
the result of chronic hepatitis. These signs may be 
found in the absence of gross evidence of gall-blad- 
der disease, but may be relied upon for the diagnosis 
of chronic cholecystitis and as indications for 
cholecystectomy. Morris H. Kaun, M.D. 


Miller, C. J.: Some Practical Observations on 
Gall-Bladder Disease. New Orleans M. & S. J., 
1925, Ixxviii, 228. 

This article reviews the results obtained in 108 of 
128 cases of gall-duct disease recently operated upon. 
The conclusions are drawn from the patient’s own 
views as to his present condition. 

To obtain good results an early diagnosis is neces- 
sary. This may be based on a history of persistent 
digestive disturbances; a feeling of weight, fullness, 
and distention in the epigastrium which is noted with 
regularity after meals and is relieved by eructations 
or vomiting; acidity and heartburn; and a sense of 
tightness which, if unrelieved, leads to typical at- 
tacks of pain. 

Next to the symptoms in diagnostic importance is 
the X-ray which has become more useful in these 
cases since the work of Graham. The blood chemis- 
try is also of aid. : 

Operation should be performed as soon as the 
diagnosis is made, since the earlier the operation is 
done the simpler the procedure and the more suc- 
cessful the results. 

The author reviews the arguments regarding the 
relative merits of cholecystectomy and cholecys- 
totomy, and states that in the absence of definite 
contra-indications he prefers cholecystectomy. 

Of the 108 cases reviewed, a cholecystectomy was 
performed in eighty-six and a cholecystotomy in 
twenty-two. A cure was obtained in 69 per cent of 
each group. With regard to the cases in which the 
outcome was less favorable the author states that a 
better result would probably have been obtained if 
the patient had been under the care of an internist 
after the operation. ‘There were two deaths in the 
108 cases, a mortality of 1.6 per cent. 

I. Epwarp Bisukow, M.D. 


Coffey, R. C.: Surgery of the Gall Tracts. North- 
west Med., 1925, xxiv, 479. 


The author reports in detail four cases of surgery 
of the biliary tract. In the first case, in which there 
was deep jaundice, operation revealed definite ob- 
struction caused by the mesenteric vein which was 
stretched taut across the duodenum. An anastomo- 
sis between the duodenum and jejunum was made 
and the common bile duct was opened and drained. 
White or colorless bile was found. In Coffey’s opin- 
ion the jaundice may have been due to the great dis- 
tention of the duodenum. After the operation the 
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bile gradually became yellow and the jaundice 
disappeared. 

In the second case the X-ray showed the shadows 
of gall stones. At operation, stones were removed 
from the cystic and common ducts, the gall bladder 
was removed, and the common duct was drained. 
Two years later the patient again entered the hos- 
pital complaining of distress over the gall-bladder 
region and occasional attacks of jaundice. Opera- 
tion revealed an enormously dilated common duct. 
No drain was used. 

In the third case a cholecystectomy had been per- 
formed a year previously but had not been followed 
by relief. The patient complained of jaundice and 
epigastric pain. Drainage of the common duct was 
followed by prompt recovery. The author believes 
that the dilatation of the common duct was due to 
the intra-intestinal pressure which is greater than 
the pressure within the bile duct. 

In the fourth case the common duct was markedly 
dilated and contained several large stones, but there 
was no jaundice. 

In conclusion Coffey states that for the proper 
evaluation of the findings of the Graham dye test 
clinical judgment is necessary. © _ 

H. Hoyt Cox, M.D. 


Carling, E. R., and Hicks, J. A. B.: A Consideration 
of Two Cases of Cystadenoma of the Pancreas 
and Their Probable Relationship to Polycystic 
Conditions Found in Other Viscera. Brit. J 
Surg., 1925, xiii, 238. 

The authors report the autopsy findings in the 
cases of two women who died following an operation 
for cystadenoma of the pancreas and cite also a case 
of solitary cyst of the pancreas removed at operation 
in which the histological picture was similar. In 
their study of the slides they were struck with the 
similarity of the picture to that of polycystic disease 
of the liver, bile ducts, and kidneys. 

The conclusion is drawn that such cystic masses 
become embedded in the organ by accident since 
their cells, although adenomatous in type, differ 
—7 from those of the organ in which they are 
found. 

The authors believe that the conditions men- 
tioned, such as the cystadenomata of the pancreas, 
may possibly be explained by the assumption that 
isolated portions of the wolflian body become in- 
cluded in the enteric buds forming the liver and 
pancreas, in the embryonic spleen as it develops 
in the ventral mesogastrium, or in that part of the 
intermediate cell mass in which the kidney is 
formed. Harry W. Fink, M.D. 


Lombard, Dumolard, and Goinard: A Study of 
Splenomegaly with Hzematemesis (Contribu- 
tion 4 l'étude des splénomégalies avec hématéméses). 
Bull. et mém. Soc. nat. de chir., 1925, li, 631. 


The authors report the case of a 25-year-old man 


who, after a few days of general febrile illness, sud- 
denly vomited a large quantity of blood, this attack 
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being followed by a notable increase in the size of the 
spleen. Splenectomy thirteen days after the begin- 
ning of the illness did not stop the course of the 
condition, and the patient died twenty-seven days 
later, after severe melena. 

Histological examination of the spleen showed in- 
fectious splenitis with numerous infarcts and throm- 
bophlebitis of the splenic vein. The bacteriological 
and parasitological examinations were entirely neg- 
ative. 

Lecéne, who reported the case to the Surgical 
Society, believes that the condition was a spleno- 
megaly from pylephlebitis—that a subacute or 
chronic infection originating perhaps in the digestive 
tract became localized in the splenic vein, and that 
the phlebitic processes extended to the veins of the 
portal system. 

It is not surprising that in such a case splenec- 
tomy was without effect. Even in cases of primary 
splenomegaly without thrombophlebitis of the 
splenic or portal vein splenectomy is not always 
successful, 

Lecéne reported a case of splenomegaly with 
gastric pain and hematemesis in which a diagnosis 
of primary splenomegaly, probably of the Banti 
type, with anemia and asthenia, was made and 
splenectomy was performed. 

The patient recovered promptly and when seen 
two months after the operation was free from gas- 
tric symptoms. Suddenly, four months after the 
operation, he had another severe attack of he- 
matemesis, and a month later he died of a second 
haemorrhage. 

Microscopic examination of the spleen in this case 
showed the changes of Banti’s disease. There was no 
thrombophlebitis of the splenic vein, but the peri- 
splenic veins were thickened and sclerotic. This case 
was analogous to the case seen by Lombard, Dumo- 
lard, and Goinard except that its course was more 
chronic. 

As it is impossible to distinguish definitely 
between splenomegalies that are primary and those 
that are due to phlebitis of the portal system, splen- 
ectomy in all such cases is more or less experimental. 

Auprey G. Morcan, M.D. 


Mole, R. H.: Observations on the Blood Cells of 
the Rabbit After Splenectomy. J. Path. & Bac- 
teriol., 1925, xxviii, 637. 

The author removed the entire spleen or half of it 
from seventeen rabbits and studied the effect of the 
operation on (1) the number of erythrocytes, (2) 
the number of reticulated erythrocytes, (3) the re- 
sistance of the erythrocytes to hypotonic saline solu- 
= and saponin, and (4) the number of white blood 
cells. 

The findings are summarized as follows: 

1. Removal of all or half of the spleen from adult 
rabbits usually produced at once a decrease in the 
number of erythrocytes. In about a week these 
cells began to increase, and after about two months 
they were usually more numerous than before the 


SURGERY OF THE ABDOMEN 201 


operation. These findings were more marked after 
partial splenectomy. 

2. The erythrocyte decrease was associated with 
a considerable reticulocyte increase during the first 
two weeks, suggesting increased hematopoiesis. 
After two months, however, the reticulocytes were 
considerably less numerous than in the control 
rabbits, a fact suggesting that the increase in the 
erythrocytes at this period of time was due to the 
persistence of the old blood cells which would 
have been destroyed if the spleen had not been 
removed. 

3. In more than half of the rabbits the increase in 
the erythrocytes two or three months after the 
splenectomy was associated with a slight increase in 
their resistance to hypotonic saline solution. The 
resistance of the rabbits to saponin was apparently 
unchanged. 

4. The white cells, especially the leucocytes, were 
increased in the first week. This increase was evi- 
dently of inflammatory origin, being more marked 
and persistent after partial splenectomy. 

Harry W. Fink, M.D. 


Campbell, J. M. H., and Warner, E. C.: The Re- 
sults of Splenectomy for Acholuric Jaundice, 
Especially the Changes in the Fragility of the 
Red Blood Corpuscles. Guy’s Hosp. Rep., Lond., 
1925, Ixxv, 432. 


Following a brief review of the literature on acho- 
luric jaundice the authors report four cases. Two of 
their patients were a brother and sister and one was 
a first cousin of the brother and sister. 

Acholuric jaundice is characterized by increased 
fragility of the red corpuscles and various signs and 
symptoms resulting from hemolysis which may be 
slight or, from time to time, considerably above the 
normal. The excessive hemolysis takes place main- 
ly, if not entirely, in the spleen. Removal of the 
spleen abolishes the symptoms without increasing 
the resistance of the red corpuscles to haemolysis 
much more than splenectomy usually does, and only 
very rarely, if at all, bringing the fragility back to 
normal. In familial acholuric jaundice the abnor- 
mal fragility is probably the underlying inherited 
factor, and the overactivity of the spleen is produced 
by extrinsic causes. Carv R. Sremke, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Ricard, A., and Lecomte, H.: Acute Peritoneal 
Forms of Tuberculosis of the Adnexa (lormes 
péritonéales aigués de la bacillose annexielle). 
Gynéc. et obst., 1925, xii, 48. 

The authors discuss the different types of peri- 
toneal reaction in tuberculosis of the adnexa, citing 
illustrative cases. The first type described is that 
which presents the picture of acute appendicitis. In 
this condition the appendix may show slight signs of 
inflammation but after its removal the symptoms 
persist though they may be less severe. Ultimately 
the pain becomes localized in the lower part of the 
iliac fossa and careful palpation reveals the adnexal 
lesion. 

Another type of peritoneal reaction to adnexal 
tuberculosis is that which simulates gonorrhceal sal- 
pingitis or puerperal pelviperitonitis. A striking 
point is that the patient does not have the septi- 
cemic appearance characteristic of the latter; there 
is only congestion of the cheeks. The pulse remains 
good and the patient looks well. 

‘Tixier emphasizes the progressive adhesions which 
are formed in adnexal tuberculosis. Instead of wall- 
ing off the infection, as in ordinary peritonitis, they 
form bridges along which the infection extends from 
the tubes to the organs of the true pelvis. Another 
finding of aid in the diagnosis is the fact that the 
attacks do not yield to the application of ice or to 
medical treatment like the ordinary peritonitis. The 
fever persists and the patient becomes pale and 
cachectic. Occasionally operation becomes necessary 
in the midst of an acute attack. In some cases the 


attacks come on soon after marriage and are thought’ 


to be due to gonorrhoeal infection. In others, they 
occur first after labor and are attributed to puerperal 
infection. The condition may simulate, also, acute 
abscess formation due to pus cocci. In some in- 
stances tuberculous adnexitis may be associated with 
secondary infection by ordinary pus cocci. 

In the differentiation of these conditions the his- 
tory is of great value. In the tuberculous cases there 
is usually a history of tuberculosis or of menstrual 
disturbances. The most frequent, if not the most 
important, manifestation of tuberculosis of the ad- 
nexa is dysmenorrhoca. The most severe pain is 
experienced during the days just preceding men- 
struation. Another frequent sign is amenorrhoea. 
Either dysmenorrhea or amenorrhoea may precede 
the beginning of clinical signs of the disease. The 
patient may never have menstruated at all. 

Tuberculosis of the adnexa is frequent in cases of 
hypoplasia and infantilism of the internal genital 
organs. The cervix is generally long, atrophied, and 
pointed, contrasting therefore with the large metritic 


cervix of ordinary ascending infections. Tuberculo- 
sis of the adnexa is the only cause of salpingo- 
obphoritis which ordinarily produces amenorrhcea. 
There are no palpatory signs which distinguish 
tuberculosis from ordinary infections. Histological 
studies and guinea-pig inoculations show that tuber- 
culosis is responsible for about 13 per cent of cases 
of adnexitis instead of from 2 to 4 per cent as is gen- 
erally believed. 

A third type of tuberculosis of the adnexa causes 
signs of occlusion of the intestines due to adhesive 
bands, agglutination of the intestines, or intestinal 
paralysis in the course of attacks of peritonitis. 
These occlusive forms should be more generally 
recognized. Surgery gives excellent results. Ames 
reported that recovery resulted in 80 per cent of his 
cases of operation for the removal of adhesive bands 
in generalized peritonitis. In tuberculosis of the 
adnexa, in which the causal lesion can be removed, 
the results are even better. In peritoneal tuber- 
culosis with agglutination of the intestines recovery 
results in only 45 per cent. In paralytic occlusion 
laparotomy is indicated if medical treatment is not 
successful. Though simple exposure to the air fre- 
quently effects a cure in generalized tuberculous 
peritonitis, in tuberculosis of the adnexa the causa- 
tive lesion must be removed. 

Auprey G. Morcan, M.D. 


Schickelé, G.: The Biological Action of the Corpus 
Luteum and Interstitial Gland of the Ovary 
(Action biologique du corps jaune et de la glande 
interstitielle de l’ovaire). Gynéc. et obst., 1925, xii, 97. 

The sexual life of woman is regulated by the 
ovaries, particularly through the follicular appara- 
tus. The continuity of ovarian function is assured 
by the evolution of the follicles. Before puberty 
these follicles do not attain the end of their develop- 
ment. Arriving at a certain stage, they stop grow- 
ing, the granulosa disappears, and the theca interna 
proliferates. Even at this stage, however, the 
ovaries have a definite influence upon the metabo- 
lism of calcium (growth) and of carbohydrates (the 
deposition of fat). 

During pregnancy an analogous phenomenon 
occurs: the growth of the follicle stops and marked 
proliferation of the theca interna takes place. The 
theca interna of these follicles, called ‘‘atretic 
follicles,” represents the ‘‘interstitial” or ‘‘thecal” 
gland. 

At times other than the prepuberty period and 
pregnancy, the development of the thecal gland 
undergoes so many variations that it has been im- 
possible definitely to determine its physiological 
value. It is certain that this always depends upon 
the follicular apparatus from which the gland is 
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derived and of which functionally it may be a con-' 
tinuation. 

The protective action of the ovary with regard to 
the genital tract and the secondary sexual charac- 
ters probably belongs to the follicular apparatus. 
It is possible, however, that the thecal gland con- 
tributes secondarily. 

In all cases the thecal gland disappears complete- 
ly soon after the cessation of evolution of the fol- 
licular apparatus. 

The changes of puberty are due to the follicular 
apparatus in which, at this time, certain elements 
arrive at their maximal growth and undergo dehis- 
cence. At this period the external secretion of the 
ovary is established and thereafter has a definite 
rhythm. 

In animals, the phenomenon of heat is due to the 
growth of the follicles. After dehiscence of the fol- 
licles a new derivative of the follicle, the corpus 
luteum, is formed from the membrana granulosa. 
It appears that the corpus luteum continues the 
protecting influence of the follicle as regards the 
uterus, particularly that which concerns the nida- 
tion of the ovum. In the rabbit the duration of this 
action seems to be limited to one-fourth or one-half 
of the period of gestation. Its duration in other 
mammals is not known. After its cessation, gesta- 
tion continues normally. 

The action of the corpus luteum on other organs, 
such as the mammary glands, has not been 
definitely established. In certain animals the 
changes in the mammary glands at the beginning of 
pregnancy are only those of the end of rut. They 
are then at their maximum and do not vary during 
gestation. From the beginning of the second quar- 
ter of gestation the presence of the corpus luteum is 
no longer necessary to assure the required develop- 
ment of the mammary glands. : 

When conception does not occur, the corpus 
luteum retrogresses, and the uterine mucosa and 
mammary glands undergo involution. It has not 
yet been determined definitely whether these 
changes are produced by the regression of the corpus 
luteum. As in certain animals their evolution occurs 
in spite of the absence of a corpus luteum, their 
involution may also occur under the same con- 
ditions. 

In the lower animals the dehiscence of the follicle 
occurs at the end of rut (oestrus) in a comparatively 
short but variable time. In woman, the dehiscence 
occurs usually after the end of menstruation, be- 
tween the eighth and fourteenth days or between 
the fifteenth and twenty-first days from its begin- 
ning. The pregestation changes in the uterine 
mucosa therefore seem to be independent of follicu- 
lar dehiscence and consequently of the corpus lu- 
teum. However, they coincide with the evolution 
of the maturing follicle and corpus luteum, a fact 
which indicates that the principal purpose of the 
two cycles is to prepare for conception and nidation. 
The réle of the ovular cell in the different phases of 
follicular evolution is still obscure. 
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Menstruation is associated with separation of the 
uterine mucosa following the failure of conception 
and nidation. The flow of blood may be due to the 
intensity of this separation, which is characteristic 
of the primates. It may also be analogous to the 
flow which appears in certain mammals toward the 
end of rut at the time of the evolution of the fol- 
licles which are about to undergo dehiscence. If 
these assumptions are correct, in woman, as in the 
primates, the beginning and the end of the cycle in 
the uterine mucosa overlap and the appearance of 
menstruation is a sign that conception has not taken 
place and that the new possibility of its occurrence is 
again present. 

Luteinic opotherapy cannot be of any specific use 
as long as the active principle of the corpus luteum 
remains unknown. 

In conclusion the author suggests that the fol- 
licular apparatus and its two derivatives may have a 
reciprocal antagonism. 

SALVATORE DI PALMA, M.D. 


Biedle, A., Peters, H., and Hofstaetter, R.: At- 
tempts to Isolate the Interstitial Gland of the 
Ovary, with Particular Regard to the Trans- 
plantation of Ovaries Irradiated with the 
Roentgen Ray (Versuche zue Isolicrung der inter- 
stitiellen Druese im Ovar, mit besonderer Berueck- 
sichtigung der ‘Transplantation roentgenisierter 
Ovarien). Ztschr. f. Geburtsh. u. Gynack., 1925, 
Ixxxviii, 495. 

The purpose of the experiments reported in this 
article, which were carried out in the period from 
1911 to 1913, was to study the hormonal function of 
the interstitial gland of the ovary by isolating its 
cell complex through destruction of the follicular 
apparatus and corpus luteum. The methods for the 
destruction of the ovarian substance were the intro- 
duction of liquor folliculi or extracts of the ovary or 
corpus luteum, removal of the uterus, cauterization 
or freezing of the corpus luteum, and the application 
of the X-rays. 

The hormonal activity of the damaged ovaries 
was tested by transplanting the glands into young, 
sexually mature non-pregnant and pregnant rab- 
bits. In some cases the animals were castrated be- 
fore or after the transplantation. Careful observa- 
tion was made previously of the phase of the sexual 
cycle. The condition of the hypophysis, adrenals, 
and sexual organs was noted frequently. 

The results of the injection experiments were 
chietly negative; pregnancy seldom occurred, and 
among the animals already pregnant abortion was 
frequent. There was no increase in the interstitial 
glands. 

Removal of the uterus also was without positive 
results. Cauterization of the corpus luteum within 
séven days after conception was invariably followed 
by abortion. When cauterization was done after the 
eighth day the young were carried to term. There 
seemed, however, to be a greater sensitiveness to the 
procedure after the eighteenth day, this being indi- 
cated by abortion in the cases of two rabbits oper- 
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ated upon on the eighteenth and twenty-fifth days 
respectively. In a period of three or four months 
following the cauterization the animals did not 
become pregnant. 

Freezing with an ethyl chloride spray, when of 
short duration, produced no damage to the ovaries. 
Freezing for longer than forty-five seconds caused 
severe injury to the tissues followed by acute in- 
flammation and destruction of primordial and ma- 
turing follicles, but no noticeable change in the 
corpus luteum. Up to the sixth day following im- 
pregnation freezing seemed to hinder the implanta- 
tion of the ovum. After the sixth day it exerted no 
influence on the course of pregnancy. Animals from 
three to five weeks old succumbed to more than one 
minute of freezing. Freezing continued for from 
fifteen to forty-five seconds did not ‘prevent normal 
conception later. 

Roentgen irradiation of the ovaries was done in 
the greater number of the experiments and was 
accomplished with the assistance of Holzknecht. It 
was believed that the follicular apparatus could be 
destroyed by the X-ray without causing injury or 
hypertrophy of the interstitial gland. The radia- 
tion was done in two stages, the intensity being 
slight at first and later increased to cause sensitivity. 
These experiments were carried out in a great variety 
of ways on 112 animals, but complete isolation of the 
interstitial gland was not effected. None of them 
produced any evidence that destruction of the germ- 
forming material is followed, as in the testicle, by 
hypertrophy of the interstitial gland. 

The experimental transplantation of normal 
ovaries was of no value in indicating the hormonal 
action of the interstitial gland as for five months 
after the transplantation the maturation of the fol- 
licle went on in the transplanted ovary and its hor- 
mone could not be ruled out of consideration. In 
some cases, also, yellow granules appeared in the 
transplanted ovary. 

Hence the authors believed that the transplanta- 
tion of ovaries irradiated by the roentgen ray would 
yield more important results. In normal sexually 
mature animals the results of the transplantation of 
irradiated ovaries appeared to be negative. In 
simultaneously castrated animals it did not arrest 
the effects of castration although a slight protective 
effect on the uterus could not be denied with cer- 
tainty. 

Roentgen-irradiated ovaries apparently perished 
more rapidly on transplantation than those not ex- 
posed to such irradiation. Irradiated ovaries healed 
in better in castrated animals than in uncastrated 
animals. The implantation of irradiated ovaries 
shortly after the onset of pregnancy had no influence 
on the pregnancy, but if at the same time or within 
the next few days the ovaries of the animal receiving 
the transplant were removed, implantation of the 
ovum did not take place or the impregnated ovum 
passed out. 

From twelve to fourteen days after impregnation 
neither castration nor the implantation of irradiated 


ovaries had any influence on the further course of 
the pregnancy. At all events, up to seven days after 
impregnation the interstitial cells transplanted with 
the ovary were not able to protect the implantation 
of the ovum or to maintain the pregnancy if the 
animal had been deprived of its own ovaries. 

After the ninth day pregnancy was uninfluenced 
by castration. In irradiated animals, irradiated 
ovaries healed in with great difficulty, perished 
quickly, and were entirely ineffectual against the 
approaching atrophy. Fecundated ova transplanted 
into animals exposed to the X-ray previously or 
afterward or into animals whose ovaries had been 
replaced by irradiated ovaries did not develop 
further. 

The article contains numerous excellent illustra- 
tions. (G). 


Tuffier, T., and Bour, D.: Ovarian Grafts: Experi- 
mental and Clinical Results with Regard to 
Menstruation, Fecundation, and Pregnancy 
(Greffes d’ovaires: résultats expérimentaux et 
cliniques concernant la menstruation, la féconda- 
tion, et la grossesse). Presse méd., Par., 1925, 
XXxill, 1073. 

The implantation of free ovarian grafts, especially 
autogenous grafts, during the sexual] life of woman 
has a very favorable influence upon the general 
health. Menstruation is re-established from three to 
five months after the operation and continues for 
from five to ten years. The long survival of the 
graft demonstrates the strong vitality of ovarian 
tissue. 

Experiments on animals and operations on women 
have proved that the implantation into the uterus of 
a free graft of an ovary with its vascular and nerve 
pedicle may be followed by pregnancy terminating 
in the delivery of a normal child. 

The authors review fifty such operations per- 
formed on patients ranging in age from 18 to 38 
years. SALVATORE bit Pama, M.D. 


MISCELLANEOUS 


Sampson, J. A.: Inguinal Endometriosis (Often 
Reported as Endometrial Tissue in the Groin, 
Adenomyoma in the Groin, and Adenomyoma 
of the Round Ligament). Am.J.Obst. & Gynec., 
1925, X, 462. 

In this forty-page article fourteen cases of in- 
guinal endometriosis are reported in detail and there 
are many illustrations, some in colors. In eight 
cases of endometriosis of the intraperitoneal portion 
of the round ligament (so-called ‘“adenomyoma” of 
that structure) a similar invasion of other pelvic 
structures was discovered. The distribution of 
these lesions was similar to that found in the im- 
plantation of cancer in peritoneal carcinosis second- 
ary to carcinoma of the pelvic organs. In four cases 
an endometrial hamatoma of the ovaries was pres- 
ent; in one case both ovaries were involved. In 
three cases a small amount of endometrial tissue was 
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present in one or both ovaries in the absence of an 
endometrial cyst or hematoma. In the remaining 
case, endometrial tissue was not found in either 
ovary. 

The author believes that in all of the eight cases 
the peritoneal endometriosis was due chiefly to the 
implantation of epithelium carried through the 
tubes during menstruation, and secondarily to the 
menstrual reaction of endometrial foci on the sur- 
face of the peritoneum or the perforation of an 
ovarian hematoma. In one case, venous or lym- 
phatic metastases from a possible primary uterine 
endometriosis may have been responsible for some 
of the superficial endometrial lesions of the uterine 
wall. 

In three cases of inguinal endometriosis the struc- 
ture of the endometrial elements was identical with 
that of the elements found in the uterine wall and 
resulting from direct invasion of the myometrium by 
the mucosa lining the uterine cavity. The reaction 
against this invasion was associated with hyper- 
trophy of tissues of the groin. The reacting tissue 
was for the most part connective tissue with very 
little smooth muscle. In all three cases the nodule in 
the groin reacted to menstruation. 

In the first specimen, the nodule was situated just 
below the external abdominal ring and the round 
ligament was not observed during the operation. In 
the second, the mass of tissue which had reacted to 
the endometrial invasion was adherent to the side of 
the terminal portion of the round ligament, but the 
author was unable to demonstrate the invasion of 
that structure by endometrial tissue. This tissue 
had evidently developed primarily in structures 
lateral to the terminal portion of the round liga- 


ment. In the third specimen, the endometrial tissue 
occupied the region of a femoral hernia and was 
densely adherent to the anterior surface of the 
femoral vein. 

In two cases, peritoneal endometriosis was pres- 
ent. In the third case, gross evidence of peritoneal 
endometriosis was absent. The pelvic organs were 
inspected, but not removed. The uterus was found 
slightly enlarged and a small leiomyoma was dis- 
covered between the layers of the broad ligament of 
the same side as the endometrial tissue in the groin. 
The possibility of metastasis through lymph chan- 
nels or veins reached by the invasion of the uterine 
walJ must be considered in this instance, i.e., from a 
primary uterine endometriosis or from endometrial 
tissue escaping into uterine vessels during menstrua- 
tion. 

A study of pelvic endometriosis as a whole sug- 
gests that at times metastasis occurs through the 
lymph vessels and possibly through the vein, and 
that endometrial tissue may reach the groin and 
other parts of the body through these channels. 

Possibly inguinal endometriosis may be second- 
ary to endometriosis in the pelvis. If so, it may 
arise from: (1) metastasis through lymph vessels 
invaded by endometrial tissue implanted about the 
uterine end of the round and broad ligaments; (2) 
direct extension or metastasis along the round liga- 
ment from a peritoneal endometriosis about the 
abdominal inguinal ring; (3) metastasis from the 
direct invasion of the uterus or tube by their mucosa 
with extension to the superficial lymphatics and 
veins and also from endometrial tissue escaping into 
the uterine vessels during menstruation; or (4) im- 
plantation in a hernial sac. E. L. M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Schickelé, G.: The Réle of the Placenta in the 
Maternal Organism (Le réle qui revient au pla- 
centa dans lorganisme maternal). Gynéc. et obst., 
1925, Xii, I. 


It is generally believed that the placenta is an 
organ of nutrition. It seems certain that a large 
number of products of the maternal metabolism 
traverse the epithelial covering of the placental villi 
by diffusion. It is probable also that certain non- 
diffusable products pass through this membrane by 
some process of fragmentation. The part that fer- 
ments play in this process is still unknown. It is 
possible that the placenta itself may play an active 
as well as a passive role in the nutrition of the 
fetus, but this also has not yet been demonstrated. 

The most important problem to be solved is 
whether the placenta is responsible for the physio- 
logical changes occurring in the maternal organism 
during pregnancy. From the investigations made to 
date it is still impossible to prove that the placenta 
is the cause of the hypertrophy of the uterus, the 
hyperplasia and secretion of the mammary glands, 
and the general hyperemia, or that it elaborates the 
substance which starts the first contractions of labor. 

On the other hand, there is definite evidence of a 
local action of the epithelium of the fetal villi on the 
maternal vessels as well as on the decidua. It is 
therefore possible that the first phenomena accom- 
panying the beginning of pregnancy are due to the 
chorio-ectodermal cells and the syncytial elements 
and especially their contact with the maternal tis- 
sues and blood. : 

It seems certain that in pregnancy the uterin 
muscle and its nerves are in a state of increasing 
excitability, and it is possible that this. condition is 
related to the maintenance of the calcium metab- 
olism of the maternal organism. 

In conclusion the author states that the placenta 
is an organ of nutrition placed in the most favorable 
mutual relation to the mother and fetus and that the 
classical phenomena accompanying pregnancy are 
probably due to modifications in the maternal 
metabolism adapted to the needs of the fetus. 

SALVATORE Patma, M.D. 


Page and Férey: Extra-Uterine Pregnancy Co- 
Existing with a Normal Pregnancy; Rupture of 
the Tubal Pregnancy and Continuation of the 
Normal Pregnancy to Term (Grossesse extra- 
utérine co-existant avec une grossesse normale; 
rupture de la grossesse tubaire et évolution 4 terme 
de la grossesse normale). Bull. et mém. Soc. nat. de 
chir., 1925, li, 781. 


The patient whose case is reported was a 33-year- 
old nullipara. Several months before she was seen 


by the authors she had been treated by curettage for 
hemorrhagic metritis. She consulted the authors for 
the relief of abdominal pain localized in the right 
iliac fossa which first occurred when she was be- 
lieved to be in the third month of pregnancy. 

Examination showed the pulse to be roo and of 
good quality and the temperature 37.6 degrees C. 
The abdomen was slightly distended but there was 
no rigidity. Palpation revealed tenderness in the 
right lower quadrant of the abdomen. On vaginal 
examination the cervix was found patulous and the 
uterus the size of a two months’ pregnancy. A 
diagnosis of acute appendicitis was made. 

At operation the pelvis was found almost filled 
with blood due to the rupture of a tubal pregnancy 
on the right side. The right tube was removed. In 
the right ovary, which was left in place, a corpus 
luteum was found. The abdominal incision was 
closed without drainage. 

The physician reported that the uterus continued 
to increase in size. Three months after the opera- 
tion the fetal heart was heard, and seven months 
after the operation the patient was delivered of a 
normal child. SALVATORE DI Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Kennedy, C.: A Case of Unusually Slow Fetal 
Heartbeat During the First Stage of Labor. 
Edinburgh M.J., 1925, xxxii, Tr. Edinb. Obst. Soc., 
166. 

The author reports a case in which the fetal heart 
rate just before labor was 108, very irregular, and 
poor in quality, a series of short light taps following 
a run of longer beats. During the forty-four hours 
of labor the rate never rose above 80. At the end of 
forty-four hours the woman was anesthetized, an 
episiotomy was done, the membranes were rup- 
tured, and the child was delivered with the forceps. 
Just before delivery the heart rate was 80, while 
immediately after delivery it rose to 100 but con- 
tinued irregular. The child showed no signs of 
asphyxia and cried almost at once. 

During the first week following delivery the heart 
rate ranged from 120 to 160. There was no valvular 
lesion. The child was discharged from the hospital 
in excellent condition. Rotanp S. Cron, M.D 


Zangemeister, W., and Baer, C.: Termination of 
Pregnancy in Cases of Contracted Pelvis Ac- 
cording to Our Method (Ueber die kuenstliche 
Unterbrechung der Schwangerschaft wegen Becken- 
enge nach unserer Methode). Zentralbl. f. Gynack., 
1925, xlix, 1226. 


According to the statistics of Sarwey and Hof- 
meier, the total mortality following the early induc- 
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tion of labor in cases of contracted pelvis, including 
the deaths at birth, is 40 per cent. Only 60 per sent 
of the infants live longer than a year. 

The authors’ method of interrupting pregnancy in 
such cases is based upon: (1) determinations of the 
sizes of infants which will pass through pelvic con- 
tractures of different degrees without causing 
marked disturbances of labor, (2) an exact deter- 
mination of the capacity of the pelvis, and (3) as 
exact a determination as possible of the size of the 
child, particularly its head. 

The sizes of the infants which will pass through 
pelvic contractures of different degrees were deter- 
mined from clinical statistics and by calculation. 
The authors include in their article a chart which 
shows the minimal number of grams by which the 
weight of the average mature child weighing 3,200 
gm. must be reduced for each degree of contraction 
of the pelvis as shown by measurements at the con- 
jugata vera. 

The capacity of the pelvis is determined by meas- 
uring the conjugata vera with Zangemeister’s veram- 
eter. By means of this instrument it is possible to 
determine this measurement during pregnancy with- 
in or cm. 

The size of the child has been determined for 
years by estimation, but the roentgenogram has been 
found more exact. 

After exact measurement of the conjugata vera, 
the size of the child that can be delivered through 
the pelvis is determined from the chart. The woman 
is then examined at increasingly shorter intervals in 
order to watch the growth of the fetus. As soon as 
the child reaches the greatest allowable size, labor 
is induced by means of Zweifel bladders. 

By this method the authors have reduced the 
total infant mortality in cases of contracted pelvis 
to 6 per cent, a figure never previously attained. A 
disadvantage of the method is that it is associated 
more frequently than other procedures with pro- 
lapse of the umbilical cord. Von Lippmann (G). 


Rossier, G.: The Indications for Pubiotomy; the 
Procedure of Choice (Des indications des pelviot- 
omies; choix des procédés). Gynéc. et obst., 1925, 
xii, 167. 

When the conjugata vera is between 6 and 6.7 cm. 
some type of intervention is usually necessary and 
lesions of the soft parts are common. Midwives 
should be taught to estimate the dimensions of the 
pelvis by touch, and when they suspect a patient to 
have a contracted pelvis they should refer her to a 
physician. 

The indications for pubiotomy depend upon the 
relative dimensions of the pelvis and the fetal head, 
the slowness of the dilatation, the resistance of the 
soft parts, the character of the pains, the mechanism 
of the engagement of the fetal head, and whether a 
pubic separation of 6 cm. at the most will permit 
the passage of the fetal head. 

In the Tarnier clinic it was found that in 80 per 
cent of cases of flat rachitic pelvis with a conjugata 


vera between 9 and 11 cm. delivery occurred spon- 
taneously, and that in the remaining 20 per cent was 
easily effected by pubiotomy. 

Pubiotomy is indicated when the fetus is large and 
there is faulty engagement of the head; when dilata- 
tion is slow after rupture of the membranes; when 
there is little dilatation in a period of three hours; 
when the passage of the head does not progress in a 
period of two hours with strong pains and complete 
dilatation; and when there is a persistent abnormal 
presentation without any tendency to become cor- 
rected. 

Since subcutaneous pubiotomy has been prac- 
ticed, the danger of infection has been greatly de- 
creased. The operative wound, which is small and 
closed immediately after the intervention, is made 
away from the vulva so that it is not contaminated 
by the lochia. 

Primiparity is not a contra-indication to pubiot- 
omy if the operation is reserved for cases in which 
the conjugata vera is between 8 and 10.5 cm. When 
the measurement is less than 8 cm. cervical cwsarean 
section is indicated in afebrile cases. 

When there is fever of genital origin in a case with 
a conjugata vera a little less than 8 cm., either casa- 
rean section or pubic osteotomy may be done. The 
latter has the more favorable prognosis. When two 
very unfavorable conditions are present (a conjugata 
vera less than 8 cm. and fever) resort may be had to 
hysterectomy, the Portes operation, exteriorization 
of the uterus, or suprapubic cwsarean section with 
Mikulicz drainage. 

When it is desired to enlarge the pelvis perma- 
nently in the non-pregnant state, the Potter, de Costa, 
or Rotter-Mangiagalli operation may be used. 

SALVATORE DI Patma, M.D. 


Rittershaus, G.: Forceps Deliveries and Infant 
Mortality (Zangenfrequenz und Kindersterblich- 
keit). Monatsschr. f. Geburtsh. u. Gynack., 1925, 
Ixix, 182. 


The author criticizes the bases of Meyer’s con- 
clusions regarding the relation of forceps deliveries 
to infant mortality, calling attention particularly to 
such sources of error as the frequency of lues in large 
cities, local differences in the incidence of contracted 
pelvis, and the effect of twilight sleep. He objects 
also that the minimal length (35 cm.) and the mini- 
mal weight (1,500 gm.) given for the fetus are too 
low since in cases of fetuses of this size the use of 
forceps seldom comes into consideration. 

Of 17,942 cases of delivery at the Freiburg Clinic 
(January 1, 1905, to December 31, 1922) in which 
the fetus had the minimal measurements mentioned, 
the forceps were used in 1,491 (8.32 per cent). 
Sixty-four and four-tenths per cent of the women 
delivered with the forceps were primipare, and more 
than half of these were elderly primipare. 

In 442 cases (29.65 per cent) the forceps were used 
in the interest of the mother; in 958 cases (64.25 per 
cent) in the interests of the child; and in 68 (4.5 
per cent) in the interests of both. The number of in- 
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fantile deaths was 678, a mortality of 3.78 per cent. 
Eighty-three of the infants which died were macer- 
ated. One hundred and thirty-eight infants diéd 
during labor before forceps delivery was attempted. 

Before the forceps were used, expression was 
attempted by the method of Kristeller, and for the 
prevention of atony after the removal of the child 
ergot was given. The deep symphysiotomy is not 
to be recommended to the general practitioner with 
little experience. 

Indications on the part of the mother for forceps 
delivery are weak labor pains, an expulsion period 
over three hours long, fever (38.5 degrees C., rectal) 
during labor, acute infectious diseases, and cardiac 
failure. Indications on the part of the child are a 
pulse of under 100 in any single interval between 
labor pains and the excretion of fresh meconium 
with simultaneous weakening and irregularity of the 
heart sounds. Since the observance of these indica- 
tions the frequency of forceps delivery has increased, 
but the infant mortality has decreased and there has 
been no increase in the maternal morbidity or 
mortality. Koertinc (G). 


Wagner, G. A.: The Prevention and Treatment of 
Late Retention of Placental Rests After Labor 
at Term (Prophylaxe und Therapie der Spaet- 
Retention von Placentaresten nach rechtzeitigen 
Geburten). Monatsschr. f. Geburtsh. u. Gynaek., 
1925, Ixix, 327. 

In the Prague Clinic during the last eight years 
there were forty-one cases of late retention of pla- 
cental rests following labor at term with a morbidity 
of 60 per cent and a mortality of 27 per cent. In the 
total number of cases of labor the incidence of late 
retention of placental rests ranged from 0.28 to 0.80 
per cent (Zangemeister, Katz). 

If the remnant of placenta finally separates spon- 
taneously, which is not frequently the case, the pa- 
tient’s condition progresses favorably, but if it re- 
mains in the uterus or requires artificial removal, the 
prognosis becomes unfavorable. 

An important factor in the expulsion of the pla- 
centa is the previous course of the labor. Of the 
forty-one women whose cases are reviewed, five were 
delivered in the Clinic and four of these five were 
free from fever. The one exception had fever for 
only a day. In the thirty-six cases in which delivery 
occurred outside the Clinic the mortality was 30 per 
cent and the morbidity 69 per cent. In those in 
which internal manipulations were made during 
labor the mortality was 4o per cent, while in those in 
which delivery occurred spontaneously it was 22.6 
per cent. 

In artificial delivery of the placenta at the Prague 
Clinic the placenta is first made turgescent according 
to the Mojon-Gabaston method. This is preferred 
to the Credé expression as the latter is often followed 
by disturbances. Objections to the Mojon-Gabaston 
method are found chiefly when, before the filling of 
the placenta, an energetic attempt has been made 
to use the Credé method.° Before the adoption of the 


Mojon-Gabaston procedure at the Prague Clinic 
manual extraction of the placenta was done in 1.36 
per cent of the cases, while since its adoption manual 
extraction has been done in only 0.68 per cent. 

It is not always possible to determine definitely 
whether the placenta is intact or not by simple in- 
spection. Scherbak’s method of scalding the mater- 
nal surfaces of the placenta with boiling water to 
bring out the color differences between the decidua 
basalis and the tissue of the chorion is not much 
better. In spite of Kirstein and Zangemeister’s 
adverse opinion, the author recommends for this 
purpose the Kuester milk test. Failure of the milk 
to escape proves the impermeability and the in- 
tactness of the tissue. Conran (G). 


NEWBORN 


Briand and Spindler: Variations in Agglutination 
of the Whole Blood of the Mother and Newborn 
Infant by the Same Horse Serum and Their 
Relation to the So-Called Physiological Icterus 
of the Newborn (Contribution a l’étude des varia- 
tions de agglutination du sang total de la mére et 
de enfant nouveau-né par un méme s¢rum étalon et 
leurs rapports avec Victére dit physiologique du 
nouveau-né). Bull. Soc. d’obst. et de gynéc. de Par., 
1925, Xiv, 514. 


The variations in the agglutination of the blood of 
the mother and infant by a horse serum were ob- 
served in the hour following delivery and eleven or 
twelve days after delivery when the subjects were 
discharged from the hospital. The agglutination was 
studied microscopically as in the determination of 
blood groups. The serum used was always the same. 
Only clear-cut reactions were considered. No at- 
tempt was made to determine the blood group, the 
purpose being only to compare the reaction of the 
blood of the newborn infant with that of the mother. 

It was found that the blood of the artery and vein 
of the umbilical cord and of the infant had the same 
reaction to the serum. 

The blood of the infant and that of the mother 
were agglutinated in the same fashion by commer- 
cial serums Nos. 2 and 3 in sixty-seven of eighty- 
eight cases in the first hour after birth and in thirty- 
five of eighty-four cases at the time the subjects left 
the hospital. A change in the group of the mother 
was noted three times, but was attributed to an 
error in technique. 

In the infants, a change of group was noted in 
42.4 per cent, and of those showing such a change 
89.5 per cent developed icterus. Among the infants 
with a constant blood grouping icterus occurred in 34 
per cent. Accordingly, there seems to be a parallel- 
ism between the icterus and the change of blood 
grouping. ALBERT F, DeGroat, M.D. 


Ekehorn, G.: Fetal Syphilis. Acta med. Scand., 1925, 
Supp. xii. 

In this monograph the pathological findings in 

fetal syphilis are explained on a physiological basis 


OBSTETRICS 209 


but are not described in detail. Cases of fetal 
syphilis are divided into the following groups: 

1. Those in which the congenital infection be- 
comes manifest after birth. 

2. Those in which the syphilis is evident at the 
time of birth (stillborn infants and infants born alive 
with the lesions of fetal syphilis). 

Ekehorn states that with increasing age of the 
fetus at the time of the infection there is a corre- 
sponding increase of reactive tissue. In the still- 
born infant there has been little reaction because of 
little resistance, while in living infants with fetal 
syphilis the reaction and resistance are greater, and 
in infected children without evidence of the infection 
the reaction is greatest. [etal syphilis is less malig- 
nant the older the fetus at the time it becomes in- 
fected. In the stillborn infant a large number of 
spirochetes are found in all of the organs and there 


is little or no reaction, while in infected living 
children there are few spirochetes but the reaction 
is marked. 

As a general rule women with syphilitic endo- 
metritis give birth to infected infants. The fetal 
morbidity varies directly with the severity of the 
endometritis as the spirochetes enter the placenta 
at exactly the same rate as they enter the endo- 
metrium. 

The essential pathological changes usually con- 
sist in a diffuse granulation spread through the or- 
gans which results in a rather loose connective tissue. 
More circumscribed granulations consisting of true 
gummata and nodules are rare in fetal syphilis. 
Caseation in such nodules is due to a specific ferment 
rather than to inadequacy of nutrition resulting 
from scarcity or obliteration of the blood vessels. 

SamueL J. Focetson, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Fey, B., Truchot, P., and Dossot, R.: Normal and 
Pathological Motility of the Renal Pelvis; Ex- 
ploration by Pyeloscopy (La motricité normale et 
pathologique du bassinet; son expjoration par la 
pyéloscopie). Arch. urol. de la clin. de Necker, 1925, 

¥, i, 

Pyeloscopy has an advantage over pyelography in 
that it makes possible a study of the motility of the 
kidney pelvis. It shows the pelvis in the process of 
filling, distending, contracting, and emptying. There 
is the same difference between pyeloscopy and 
pyelography as between roentgenographic and flu- 
oroscopic examinations of the stomach. The author 
believes that much valuable information will be ob- 
tained from a study of the motility of the renal pelvis. 

The technique of pyeloscopy is practically the 
same as that of pyelography. The author studied 
forty-four cases by pyeloscopy, investigating the 
emptying of normal and abnormal pelves. 

In fifteen of the cases the pelvis was normal. 
Contractions were seen in some of them, but not in 
all. Slight movements en masse with a short, rapid 
rhythm gave the impression of a quick contraction 
of the entire pelvis, and on the edge of the pelvis 
shadow true peristaltic waves were visible. ‘These 
movements were intermittent, sometimes far apart 
and sometimes close together. Within, and a little 
below, the extremity of the shadow of the pelvis, in 
the area normally occupied by the upper end of the 
ureter, a ureteral bulb was formed. The opaque 
liquid seemed to pass from the pelvis toward the 
ureter and then to break away from the chief mass 
and descend into the ureter with a variable and 
intermittent rhythm. This was continued until the 
pelvis was empty. The normal emptying time was 
found to be from two and one-half to eight minutes. 

The objection has been made that in such in- 
vestigations the pelvic movements may be altered 
because the quantity of liquid injected is greater 
than the normal quantity of urine and the injection 
is made from below upward. The author believes, 
however, that while these factors may exaggerate 
the movements they do not alter their character. 

The pathological cases studied were ten cases of 
hydronephrosis, fifteen cases of pyelonephritis, two 
cases of calculus of the pelvis, and three cases of 
tumor of the kidney. Evacuation was considered 
normal if the pelvis emptied in less than eight min- 
utes and delayed if the emptying required from ten 
to thirty minutes. A diagnosis of retention was 
made if emptying had not taken place by the end of 
thirty minutes. 

There were seven cases in which the renal pelvis 
was both dilated and infected. Three of these 
showed retention; three, delayed evacuation; and 


one, normal evacuation. Of eight cases in which the 
pelvis was dilated but not infected, two showed re- 
tention, four delayed evacuation, and two normal 
evacuation. In general, the more the pelvis is dilated 
the more slowly it empties, but there does not seem 
to be an absolute parallelism between the degree of 
dilatation and the retardation of evacuation. In 
fact, the dilatation is probably the result rather than 
the cause of the disturbance of motility. 

There were twelve cases of pelves which were in- 
fected but dilated only slightly or not at all. In 
four of these there was normal evacuation; in three, 
delayed evacuation; and in five, retention. The four 
with normal evacuation were cases in which the in- 
fection was very slight. It seems therefore that there 
is a very marked relation between the degree of in- 
fection and the retardation of evacuation. This may 
be because the infection retards the evacuation or 
because, when the motility is normal, the pelvis 
diains well and infection develops less readily. It is 
probable that infection and disturbance of motility 
form a vicious circle, each aggravating the other. 

Aubrey G. Morcan, M.D. 


Hinman, F., and Hepler, A. B.: Experimental 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and Blood Flow on Its Rate of 
Development. I. Splanchnotomy: Increased 
Intrarenal Blood Pressure and Flow; Diuresis. 
Arch. Surg., 1925, xi, 578. 

In the experiments reported the left ureter of 
rabbits was divided between ligatures about 4 cm. 
below the renal pelvis and in one group of animals 
the splanchnics were radically divided at the same 
time. The animals were then given a regular allow- 
ance of food and water and were killed at varying 
intervals up to ninety days after the operation. ‘To 
determine the gross changes in the kidney, stereo- 
scopic roentgenograms were made after the intra- 
arterial injection of barium sulphate, and the capac- 
ity of the renal pelvis was measured. The kidneys 
were then sectioned and studied further. The find- 
ings are summarized as follows: 

1. Complete obstruction of a ureter in rabbits was 
followed by the progressive development of hydro- 
nephrosis. ‘The degree of hydronephrotic atrophy 
was proportional to the duration of the obstruction. 

2. Unilateral splanchnotomy caused a diuresis 
on the side operated upon as the result of intrarenal 
vasodilatation with an increase in the flow of blood 
through the kidney. This diuresis persisted for long 
periods. 

3. The performance of unilateral splanchnotomy 
after complete ligation of the ureter had no influ- 
ence upon the rate of development of the hydro- 
nephrosis. H. A. Fow er, M.D. 
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Landivar, R.: Continuous Catheterization of the 
Ureter for Calculous Hydropyonephrosis in a 
Case of Solitary Kidney (Caterismo ureteral per- 
manent por hidropionefrosis calculosa en un casp de 
rifién Gnico). Semana méd., 1925, xxxii, 377. 


The author’s patient, a man 33 years of age, had 
had his right kidney removed in ro1r. In May, 
1924, catheterization of the left ureter was done for 
anuria of fifty-six hours’ duration. Thereafter the 
patient was well until March 15, 1925, when the 
anuria recurred. Cystoscopic examination then 
showed a small calculus in the bladder and another 
impacted in the ureter. The stones were removed 
by ureterotomy performed with the cautery. 

Eight days later the anuria recurred and 50 gm. 
of purulent urine were removed by catheterization 
with a No. 14 Pasteau sound. After the removal of 
the urine the renal pelvis was washed with 2 per cent 
silver nitrate. 

On the third day anuria occurred for twelve 
hours, but ureteral catheterization showed a reten- 
tion of only 3 gm. and the kidney was small, barely 
palpable, and not painful. Thirty-eight hours later 
the kidney became readily palpable and painful and 
the temperature rose to 39.5 degrees C. A fourth 
catheterization of the ureter removed 120 gm. of 
purulent urine. The ureteral catheter was then left 
in place for four days, the renal pelvis was washed 
with 2 per cent silver nitrate, and intravenous in- 
jections isotonic glucose solution were given. ‘The 
urine at first cleared up, but at the end of fifteen 
days the anuria recurred, the temperature rose to 
40 degrees C., and the kidney became very painful 
and greatly increased in size. 

A fifth catheterization removed 220 gm. of very 
purulent urine which clogged the end of the catheter. 
The catheter was then left in place for a week, the 
kidney pelvis was washed daily with 2 per cent silver 
nitrate solution, an isotonic glucose solution was 
given intravenously, and phosphoric acid was ad- 
ministered by mouth. When the sound was removed 
it was found filled with phosphatic concretions. In 
the interval between the fourth and fifth catheter- 
izations a large number of small concretions of cal- 
cium and magnesium phosphate were discharged. 

The urine is now clear. The patient is being kept 
on a proper diet, phosphoric acid and cod liver oil 
are being given alternately by mouth, urotropin is 
occasionally administered, and lavage of the bladder is 
done from time to time. Auprey G. Morcan, M.D. 


Persson, M.: Renal Tuberculosis. Ann. Surg., 1925, 
Ixxxii, 526. 


The author analyzes 295 cases of tuberculosis of 
the kidney, 205 of which were operated upon. The 
number of males with this condition was twice the 
number of females. About two-thirds of the pa- 
tients were in the third and fourth decades of life. 
An hereditary tendency was present in 25 per cent of 
the cases. The right kidney was affected more often 
than the left. In about half of the cases there was a 
co-existing tuberculous process in some other organ. 


Bladder irritability was an initial symptom in 74 
per cent of the cases, renal pain in 18.5 per cent, and 
hematuria in 5.5 per cent. Late symptoms were 
bladder irritability in a further 18.1 per cent and 
hematuria in a further 45.2 per cent. General symp- 
toms such as loss of weight and appetite occurred in 
51 per cent. 

The urine was acid in 88.7 per cent and contained 
albumin in 97.5 per cent. Tubercle bacilli were 
found in the urine in 85.6 per cent: Pyuria was 
present in all. 

In 25 per cent of the cases the kidney involved 
was palpable. 

In the cases not operated upon the mortality was 
84.5 per cent. In 8o per cent, death resulted from 
kidney and urogenital tuberculosis. 

Of seven patients subjected to nephrotomy and 
kidney resection, six died within five years after the 
operation. 

Of eight patients with bilateral renal tuberculosis 
who were treated by nephrectomy all died within 
two years. In the eighty-five cases of nephrectomy 
for unilateral renal tuberculosis the operative mor- 
tality was 4.7 per cent. Of the late deaths following 
this operation only 11.1 per cent occurred within the 
first year; 46.6 per cent occurred within the first 
three years. The total mortality was almost twice 
as high among the men as among the women. 

Of the late deaths following operation, 44.4 per 
cent were due to tuberculosis of the remaining kid- 
ney, 35.5 per cent to pulmonary tuberculosis, and 
13.3 per cent to miliary tuberculosis. Of the pa- 
tients who survived, 57.1 per cent are well and 5.5 
per cent show improvement. Of those who are well, 
66.1 per cent still have some frequency of urination. 

With regard to operative technique the author 
states that he ligates the ureter, burns it off with the 
thermocautery below the kidney, and allows the 
stump to drop into the wound. He then usually 
closes the wound by primary suture, but when it has 
been contaminated by the diseased kidney he in- 
serts a small drainage tube for one or two days. 

In conclusion. Persson states that the absence of 
one kidney will have no deleterious effect upon a 
woman as far as pregnancy is concerned provided 
she is otherwise normal. Aron OcusNner, M.D. 


Mitry: Calculous Anuria and Reflex Heus Cured by 
Distention of the Renal Pelves (Anurie calcu- 
leuse et iléus réflexe guéris par la distension des bas- 
sinets). J. d’urol. méd. et chir., 1925, Xx, 160. 

The patient, a woman 55 years of age, was brought 
to the hospital suffering from anuria and intestinal 
occlusion of four days’ duration which followed an 
attack of colic in the right iliac fossa accompanied by 
nausea and vomiting. For about twelve years this 
patient had discharged red sand in the urine, and 
from time to time she had had pain in the lumbar 
region. The urine sometimes contained phosphates, 
but never albumin or pus. 

On cystoscopic examination the right ureteral 
orifice was found gaping and surrounded by a vascu- 


212 INTERNATIONAL ABSTRACT OF SURGERY 


lar and oedematous zone. There was no obstruction 
to the passage of a sound in either ureter. As no 
urine was passed, the renal pelves were distended 
with silver nitrate. Immediately thereafter mucus 
and gas were passed from the anus and a few drops 
of urine drained from the right sound. Fifteen min- 
utes later the renal pelves were again distended and 
again a little urine was passed. The sounds were 
then removed. Half an hour later 150 gm. of urine 
were passed and a movement of the bowels occurred. 
On the following days the amount of urine ranged 
from 800 to 1,000 gm. The azotamia at the time of 
catheterization was 1.40 gm. ‘The X-ray did not 
show any calculus of the kidneys but revealed a small 
stone the size of a grain of wheat in the right ureter 
and three small spots in the left ureter. 

Micuon, who reported this case, said that while 
the association of intestinal occlusion with nephritic 
colic is not uncommon, it is somewhat unusual for a 
ureteral calculus to act reflexly on both the kidney 
and the intestine. 

CHEVASSU suggested that the occlusion might 
have been caused by the hyperazotemia rather than 
by the ureteral calculus. 

Lecueu stated that he believed the presence of a 
calculus was not proved in this case as only gravel 
was passed and the X-ray revealed only slight spots. 
He suggested that it was the catheterization rather 
than the distention of the renal pelves that cured 
the anuria. 

MAISONNET reported a case of colon-bacillus 
septicemia with acute nephritis, bilateral parotitis, 
uremia, and a progressive and very high azotarria 
in which catheterization of the ureters and medical 
treatment re-established urinary secretion but had 
no effect on the azotamia and uremia. 

Aubrey G. Morcan, M.D. 


Nicolich, M. G.: Reflex Anuria After Nephrectomy 
for Pyonephrosis; Decapsulation of the Other 
Kidney; Recovery (Anurie réflexe aprés néphrec- 
tomie pour pyonéphrose; décapsulation de l’autre 
rein; guérison). J. d’urol. méd. et chir., 1925, XX, 41. 


The patient whose case is reported was a man 44 
years of age. As urination did not occur for two 
days after nephrectomy, a lumbar incision was 
made, the left kidney decapsulated, and a section of 
kidney tissue excised for histological examination. 
After the decapsulation normal urination was re- 
established and uneventful recovery followed. 

Microscopic examination of the excised kidney 
tissue revealed no pathological change of any kind. 
This fact, the absence of pathological elements in 
the urine passed after the operation, and the pa- 
tient’s subsequent good health show that the anuria 
was of the reflex type. The author states that for a 
long time the occurrence of a true reflex anuria was 
denied; and that this is the first case on record in 
which the absolute histological integrity of the 
kidney was demonstrated. 

The route followed by the reflex is not known. 
Neuwirt believes that it follows the splanchnics and 


reaches the spinal cord by the tenth, eleventh, and 
twelfth thoracic nerves. In Zoja’s opinion, the reflex 
center is in the spinal cord between the seventh and 
eighth thoracic nerves. 

The mode of action of the reflex is not thoroughly 
understood. Some think that it is vasoconstriction 
similar to that caused by stimulation of the splanch- 
nics. In Ambard’s opinion, the reflex acts by raising 
the threshold for water excretion. From the anaemic 
appearance of the left kidney in the case reported, 
Nicolich concludes that the cause of the anuria was 
a vasoconstriction; that the reflex was probably 
initiated by irritation of the plexus caused by trac- 
tion on the periarterial nerve plexus in the isolation 
of the pedicle of the kidney. 

A reflex anuria should be treated promptly. The 
first requirement is the subcutaneous, rectal, or 
intravenous injection of physiological salt solution or 
the intravenous injection of hypertonic glucose solu- 
tion. At the same time the bladder should be dis- 
tended by injecting fluid with a sound. If these 
measures fail, bilateral catheterization of the ure- 
ters may be tried. The last two measures mentioned 
are adapted particularly to calculous anuria as they 
stimulate contractions of the pelvis and ureter which 
may displace the stone. 

If all of these methods fail, operation must be per- 
formed. It should not be delayed for more than 
three or four days. If there are signs of uremia, it 
should be performed at once. In calculous anuria 
the operation of choice is removal of the calculus. 
In postoperative or post-traumatic anuria, decapsu- 
Vion is indicated. Neuwirt successfully treated a 
severe case of postoperative oliguria by h’’xteral 
anaesthesia of the splanchnics. 

In the case reported in this article a functional 
test of the kidney before the decapsulation was 
omitted because of the patient’s poor condition, but 
the author states that this test should always be 
made if possible. Auprey G. Morcan, M.D. 


O’Conor, V. J.: Perirenal Sclerosis (Chronic Cica- 
— Perinephritis). J. Am. M. Ass., 1925, 
XXXv, 1118. 


The term “chronic cicatrizing perinephritis” is 
applied by the author to a process which may accom- 
pany or follow any acute or chronic infection of the 
kidney or perirenal tissue and in which the fibrous 
and fatty capsule of the kidney is replaced by a 
dense fibrous cicatricial shell which shows evidence 
of a persistent low-grade interstitial infection. 

About the only symptom of this condition is per- 
sistent pain in the region of the affected kidney. 
The pain is caused especially by the ingestion of 
large quantities of fluid. Examination shows no 
evidence of infection, stone, or tumor, and there are 
no urinary symptoms. Palpation and pyelograms 
are usually negative. The kidney function on the 
affected side is usually diminished. 

The author reports two cases in which nephrolysis 
or decapsulation consisting in careful dissection of 
the cicatricial shell surrounding the kidney resulted 
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in complete relief of the pain and a return to normal 
kidney function on the affected side. 
Henry L. Sanrorp, M.D. 


Blum, V.: The Physiology and Pathology of the 
Ureter (Physiologie und Pathologie des Harn- 
leiters). Zischr. f. Urol., 1925, xix, 101. 


This paper was read at the sixth convention of the 
German Urological Association. Blum discusses the 
anatomy and physiology of the ureter, the closure of 
the ureterovesical valve under normal conditions and 
as influenced by disease, malformations, injuries, 
inflammations, tuberculosis, and tumors of the ure- 
ter, and ureteral stones. As a complete review of the 
report is impossible in an abstract, only some of the 
newer observations in the literature reviewed by the 
author or made in his own cases will be presented. 

In Blum’s opinion, one of the functions of the 
muscular apparatus of the ureter is the sucking up of 
the urine from the point of the papilla by rhythmic 
contractions. The typical dilatations of the ureter 
seem to serve as temporary reservoirs for the urine. 
The capacity of the renal pelvis is about 2 or 3 c.cm. 

Ureteral peristalsis is dependent upon a separate 
nervous regulatory system within the ureter but is 
often affected also to a not inconsiderable degree by 
external influences. The chief stimulus for the 
release of a wave of ureteral peristalsis is the en- 
trance of urine into the pelvis of the kidney. For 
normal function of the kidney and unobstructed 
excretion of urine complete closure of the ureters 
against the back-pressure of the bladder is essential. 
Anti-peristalsis in the ureter may result from severe 
irritation at the peripheral end of the ureter. In- 
sufficiency of the ureterovesical valve is produced by 
certain diseases of the spine and sometimes by hy- 
pertrophy of the prostate. In cases of renal insuffi- 
ciency with dilatation of the bladder, drainage of the 
bladder is beneficial probably because it overcomes 
the stasis of urine in the ureters and renal pelvis. 
The dilatation of the ureters associated with hyper- 
trophy of the prostate may be completely overcome. 

Longitudinal injuries to the ureter, such as incisions, 
will heal without producing a stricture or fistula, but 
transverse lesions lead without fail to stricture. 

To facilitate the passage of a ureteral calculus 
through the narrowest portion of the caudal end of 
the ureter the author recommends dilatation by 
means of a perforated laminaria tent inserted by 
means of a ureteral catheter and allowed to remain 
in place for four or five hours. 

The discovery of tubercle bacilli in the urine from 
both ureteral catheters does not necessarily indicate 
the presence of bilateral tuberculosis. ‘Tuberculosis 
of a healthy kidney may be suggested by contamina- 
tion of its urine by the catheter or by reflux of the 
bladder contents into the ureter of that side. A sup- 
posedly healthy kidney should not be endangered by 
bilateral ureteral catheterization. 

Kidney function can be determined with sufficient 
accuracy by chromocystoscopy and examination of 
the blood. PFLAUNER (Z). 


Andler, R.: Atony of the Ureter with Dilatation 
and Hydronephrosis; Its Clinical Occurrence 
and Its Experimental Production in Animals 
(Die Atonie des Harnleiters mit Dilatation und 
Hydronephrose, ihr klinische Vorkommen und ihre 
tierexperimentelle Erzeugung). Zéschr. f. urol. 
Chir., 1925, xvii, 298. 


The most common cause of hydro-ureter and hy- 
dronephrosis is mechanical obstruction to the flow 
of urine, but there are also cases in which these con- 
ditions cannot be explained by mechanical causes 
entirely. With regard to the latter, the number of 
which has been increasing during the past few years, 
the author assumes with Israel that there is a dis- 
turbance in the peristalsis of the renal pelvis and 
the ureter. Hydronephrosis may therefore be 
divided into two types, a mechanical type and a 
dynamic type. 

Andler gives a very detailed description of the 
anatomy of the ureter and renal pelvis. He calls 
attention especially to the fact that in the prevesical 
portion of the ureter there are bundles of longitu- 
dinal bladder-muscle fibers arranged about the ure- 
ter but separated from it by a narrow space. The 
musculature of the ureter is not continuous with 
that of the bladder, but entirely distinct. Only the 
mucous membrane of the bladder is continued into 
the ureter without interruption. The longitudinal 
muscle fibers of the ureter terminate in the mucous 
membrane of the bladder. The submucosa of the 
upper wall of the ureter forms in the mucous mem- 
brane of the bladder a fold which, surrounding 
the ureteral meatus like a lip, forms the ureteral 
VeaVe. 

These anatomical findings show that the motility 
of the ureter is independent of that of the bladder. 
In contraction of the intramural portion of the ure- 
ter the muscular tube becomes shorter and more 
perpendicular to the wall of the bladder, the lumen 
becomes wider, and the tube becomes stiffer and 
more resistant to the compressing contractions of the 
bladder musculature or the pressure of the bladder 
contents. If the musculature of the ureter is weak- 
ened, a valve-like closure of the ureter against the 
bladder is produced by the intravesical pressure. 
The anterior wall of the intravesical portion of the 
ureter is pressed back against the posterior wall. 

The innervation of the ureter is closely connected 
with the nerve trunks of the kidney and bladder. 
These arise first from the splanchnic and vagus 
nerves. The renal plexus arises from the coliac 
plexus, the aortic plexus, and the lesser splanchnic 
nerve. In addition it is connected with the lumbar 
ganglia of the sympathetic chain. It extends along 
the renal vein and artery, following them to the very 
finest capillaries. ‘The renal plexus sends to the 
ureter also numerous nerve branches, the uretero- 
capsular nerves, over the hilus or over the capsule of 
the kidney. 

‘Fhe spermatic plexus arises from the renal plexus 
and the superior mesenteric plexus and receives 
branches from the aortic plexus. Where the sper- 
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matic vein and the ureter cross, this plexus sends a 
few branches over the ureter. 

The single superior hypogastric plexus is a con- 
tinuation of the aortic plexus and receives branches 
from the lower lumbar ganglia. From the superior 
hypogastric plexus and the two inferior hypogastric 
plexuses, branches are sent direct and also by way of 
the vesical plexus to the lower portion of the ureter. 

With regard to the physiology of the ureter and 
renal pelvis it is worthy of note that the secretion 
pressure in the renal pelvis is from 50 to 60 mm. Hg., 
whereas the strength of the ureteral peristalsis, the 
“expression pressure” in the bladder, is twice as 
great as that of the renal pelvis. 

With regard to the cause of ureteral peristalsis 
there are two theories. According to one, ureteral 
peristalsis is governed by the central and peripheral 
nervous system, while according to the other it is 
due entirely to automatic irritability of the ureteral 
musculature. Nagel believes, however, that there 
are also other factors involved. 

In clinical cases of ureteral atony it is necessary 
to distinguish between atony with sufficiency of the 
ureteral ostium and atony with insufficiency of the 
ureteral ostium. In the latter there is a return flow 
of the urine into the renal pelvis. 

Atony with sufficiency of the ostium may be con- 
genital as in the idiopathic dilatation of the ureters 
described by Bard. ‘This condition is due to a con- 
stitutional defect in the anlage of the muscles of 
expulsion, an anomaly similar to that associated 
with varicosities and ptosis. This form of atony 
may be increased by any subsequent affection. 

When atony with sufficiency of the ureteral os- 
tium is acquired it may be either temporary or 
permanent. It may be produced by infection, par- 
ticularly a descending pyelo-ureteritis, by some toxic 
condition such as pregnancy retention, by disturb- 
ances in the innervation of the ureter due to injury 
or disease, and by injuries of the higher spinal or 
subspinal centers mentioned. In such cases of 
atony a ‘‘dead”’ papilla of the ureter is found on 
cystoscopic examination. Injected dye flows out; it 
is not expelled. , 

In most of the cases of ureteral atony which are 
reported the condition is atony with insufficiency of 
the ureteral ostium. The causes of this condition are 
more numerous than those of the other type of 
atony. The congenital type is due to developmental 
defects in the musculature of the upper urinary pas- 
sages. Often these are associated with diverticulum, 
hypospadias, spina bifida occulta, etc. Character- 
istic of such cases is clinical evidence of urinary dis- 
turbances in earliest childhood. 

Acquired ureteral atony with insufficiency of the 
ostium may result from ascending pyelitis such, for 
example, as that produced by chemical injury of the 
wall of the bladder or of the ureteral papillae in 
attempts at abortion. It may be caused also by 
trauma in the removal of incarcerated stones, tuber- 
culous infection, and disturbances of the innervation 
of the ureter, renal pelvis, and bladder. 
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The author carried out experiments on animals to 
determine how the ureter would function after 
severance of the nerve trunks coming to it, that is, 
whether or not the higher centers exert a special in- 
fluence upon ureteral peristalsis. In dogs and rab- 
bits it was found impossible to produce atony and 
dilatation of the ureter by dynamic disturbance of 
the flow of the urine induced by destroying the 
ureteral nerve trunks leading to the pelvis of the 
kidney. Neither could they be produced by sever- 
ance of the nerve trunks to that portion of the renal 
pelvis which was accessible and those of the ureter. 
They resulted only when, in addition, the nerves of 
the pedicle of the kidney were destroyed. A criterion 
of satisfactory removal of the nerves of the pedicle of 
the kidney is a vascular spasm, particularly of the 
renal vein. 

The operation is begun with circular section. The 
outer lamella of the tunica fibrosa renis is then 
stripped back until the renal vessels are fully ex- 
posed. 

A preliminary increase in the ureteral peristalsis 
is followed by atonic weakening which leads grad- 
ually within a few days to total stoppage of the 
urinary flow on the side operated upon. A bilateral 
operation of this kind performed on rabbits resulted 
in uremia. The same result was obtained when one 
side was deprived of its innervation and the other 
ureter was ligated. After fourteen days a certain 
type of expulsion was noted, but the peristalsis 
never recovered its former strength because the 
mechanism of expulsion remained insufficient. As a 
sequel to the dynamic disturbances of the urinary 
flow pyelograms showed hydro-ureter and pyelectasis. 

These experiments indicate that in dogs and rab- 
bits the higher nerve centers have a definite effect 
upon the peristalsis of the renal pelvis and the ure- 
ters which does not come into conflict with the 
automatic contractions of these organs. The afferent 
nerves carry chiefly contraction stimuli. Exclusion 
of the effect of these centers in man by paravertebral 
anesthesia (Laewen) and by splanchnic anesthesia 
(Neuwirt) was found to relax spasm of the ureters 
and to produce atony which rendered possible the 
removal of incarcerated calculi. 

In conclusion the author states that whereas it is 
possible, on the basis of the experiments reported, 
to recommend paravertebral and splanchnic anas- 
thesia for the removal of incarcerated ureteral cal- 
culi, it is evident that removal of the nerve supply 
of the kidney is associated with the danger of un- 
desirable sequela such as stasis in the ureter and 
renal pelvis resulting from the disturbance of the 
ureteral peristalsis. Decapsulation of the kidney by 
Edebohl’s method is without this danger. Lornr (Z). 


Dor: Catheterization of the Ureter with Two or 
More Sounds (Le cathétérisme de l’urétére avec 
deux sondes—bi-cathétérisme—et le cathétérisme en 
faisceau). J. d’urol. méd. et chir., 1925, xix, 529. 


Ureteral catheterization with two or more sounds 
has several uses. It isemployed by Dor, for example, 
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to overcome obstructions of the ureter in the same 
manner as strictures of the urethra. When the 
sound meets with the obstruction it is left in contact 
with the obstacle and a second smaller sound is 
introduced. The two sounds are then alternately 
advanced and withdrawn. Great gentleness is neces- 
sary. 

Two sounds are of value also in the treatment of 
renal retention with infection as they permit lavage 
of the kidney pelvis and continuous drainage with- 
out the risk of tension. Pyelonephritis with obstruc- 
tion may be treated by double catheterization and 
by pelvic lavage every three or four hours as a pal- 
liative or a pre-operative procedure. Permanent 
dilatation of the ureter may be obtained by the 
repeated introduction of catheters. 

The author cites several cases in which the 
marked improvement following double catheteriza- 
tion made a curative operation possible or consider- 
ably increased the patient’s comfort. 

ALBERT F, DeGRoat, M.D. 


Chevassu: An Unusual Case of Perfect Functional 
Result After End-to-End Suture of the Ureter 
(Un cas exceptionnel de résultat fonctionnel parfait 
aprés suture urétérale bout a bout). J. d’urol. méd. 
el chir., 1925, XX, 149. 

In the course of an abdominal hysterectomy per- 
formed for salpingitis in 1922 Lenormant cut the 
right ureter at the point where it crosses the uterine 
artery. He immediately re-established the conti- 
nuity of the ureter by terminoterminal suture with 
four fine catgut sutures and provided vaginal 
drainage. 

Recovery resulted, but three days after the opera- 
tion the urine passed through the vagina and the 
fistula persisted for a month. 

The patient was examined by Chevassu in July, 
1924. Chevassu expected to find the ureter obliter- 
ated, but cystoscopic examination showed both 
ureteral orifices to be normal and revealed no sign of 
a third opening. The urine was clear, and a sound, 
which was passed without difficulty into the renal 
pelvis showed no retention. The function of the 
right kidney was even slightly better than that of 
the left kidney. 

PASTEAU, in discussing this report, stated that the 
conditions in such a case are quite different from 
those in implantation of the ureter into the bladder. 
In the latter, kidney function is destroyed by reflex 
of the urine from the bladder due to the absence of a 
sphincter at the vesical opening of the ureter. In 
Chevassu’s case the conditions were more like those 
following a ureterotomy in which the ureteral open- 
ing remains intact. 

Cuevassu emphasized, however, that circular 
suture of the ureter is very different from simple 
suture of the longitudinal wound made in a ureter- 
otomy. 

MICHON suggested that in the case reported the 
ureter may have been a bifid. 

Auprey G. Morcan, M.D. 


Joannides, M., and Holmes, C. K.: Uretero-Ure- 
teral Anastomosis, an Experimental Study. 
J.-Lancet, 1925, xlv, 470. 

Experimental surgery on the ureters of the dog 
has been unsatisfactory as the mortality has been 
high because of secondary injury and infection of 
the kidney. The degree of hydronephrosis is pro- 
portional to the degree and duration of obstruction 
of the ureters. The tubules become dilated first, 
then the convoluted tubules, and then the glomeruli. 
The epithelia become flattened, and granular changes 
occur. 

The authors have operated upon the ureters for 
exstrophy of the bladder and ureteral injury. In 
nearly all of the former, hydronephrosis and infec- 
tionresulted. In bladderexstrophy, uretero-appendi- 
ceal and uretero-ureteral anastomosis have also been 
tried, but the only logical procedure is the implanta- 
tion of the ureters into the rectum. 

In the cases of ureteral injury the severed portions 
of the ureter were united over a No. 5 French 
catheter inserted from 2 to 5 cm. into the renal end 
first and covered with peritoneum. In some cases 
the ends of the ureters were approximated, but in 
other cases they remained separated by from 1 to 
2cm. 

The experimental animals were female dogs. All 
recovered from the operation and only two showed a 
well-developed hydronephrosis. In the cases in 
which the ureteral ends were carefully approximated 
there was only very slight distention of the renal 
pelvis or none at all. 

The authors conclude that uretero-ureteral anas- 
tomosis is a satisfactory procedure, and that if the 
ends of the ureter are closely approximated infec- 
tion of the kidney is not apt to follow. 

Benjamin Rotter, M.D. 


Pasteau: Ureterocystostomy  (Urétéro-cysto-néos- 
tomie). J. d’urol. méd. et chir., 1925, xix, 551. 


In the case reported a supravaginal hysterectomy 
had been done and later a second operation was 
performed for bleeding from the vagina. The pa- 
tient consulted the author because of pain in the 
right lumbar region. 

Cystoscopic examination revealed the left ureteral 
orifice as a long gaping slit which allowed the blad- 
der urine to ascend the ureter. The mucosa was pale 
and smooth. No jet of urine was seen on the left 
side. The examination revealed also a severe pyelo- 
nephritis of the left kidney. 

It was subsequently determined that the patient’s 
second operation had been performed for carcinoma 
of the stump of the uterus and that a portion of the 
bladder had been resected and the ureter re-im- 
planted. 

- Attention is called to the fact that although the 
pain was always limited to the right side, only the 
left kidney was diseased. 

Pasteau cites this case as another example of the 
poor results which generally follow ureterocystos- 
tomy. Abert F. DeGroat, M.D. 
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BLADDER, URETHRA, AND PENIS 


Eisendrath, D. N., Katz, H., and Glasser, J. M.: 
Bladder Reflux. J. Am. M. Ass., 1925, Ixxxv, 1121. 


The authors report a study of pyclograms made in 
ninety-one cases to determine the frequency and 
cause of regurgitation of the bladder contents into 
the ureters and renal pelves. This condition was 
present in five cases of the series—three cases of 
non-obstructive bladder and prostatic lesions and 
two cases of renal and ureteral lesions’ before opera- 
tion. In twelve cases of bladder neck obstruction 
not operated upon it was absent although this is the 
type of case in which it could reasonably be ex- 
pected to occur. The authors come to the follow- 
ing conclusions: 

Bladder reflux may be congenital or acquired. 
That it is not a permanent affection was shown by a 
case of atony of the bladder due to spinal syphilis 
in which it entirely ceased after proper local and 
general treatment. 

Reflux plays an important part in carrying in- 
fection from the lower to the upper urinary tract, 
and explains recurrence and resistance to treatment 
of such infections. It may lead to an erroneous 
diagnosis of bilateral renal tuberculosis because it is 
a frequent complication of that disease. It is 
favored by acute and chronic cystitis because in 
these conditions changes in the lower ureter prevent 
proper closure of the orifice on one or both sides. 

There is still considerable difference of opinion as 
to why the mechanism at the ureterovesical junc- 
ture, which normally opposes the reflux ef the blad- 
der contents, should fail to function. According to 
one theory, a hypertonic vesical musculature forces 
the ureteral orifices open. According to another, a 
congenital insufficiency will explain all cases. Ac- 
cording to a third, the proper closure of the orifices 
is prevented by changes in the wall of the lowermost 
portion of the ureter from lack of innervation or 
disease. It must be conceded that all three of these 
factors may co-exist, and that each acting alone 
may be a sufficient cause for the phenomenon. 

Henry L. Sanrorp, M.D. 


Gayet, G., and Cibert, J.: Cases of Diverticulum of 
the Bladder (Quelques cas de diverticules de la 
vessie). J. d’urol, méd. et chir., 1925, xix, 473. 


The authors discuss some of the recent literature 
on diverticula of the bladder, calling attention espe- 
cially to the very extensive report of Legueu, and 
review in detail twenty-two cases collected by 
themselves. 

Opinion as to the relative frequency of congenital 
and acquired diverticula has been reversed; the 
acquired type is now believed to be the more com- 
mon. In seventeen of the authors’ twenty-two cases 
the cause was apparently obstruction. In the others, 
the diverticulum was probably congenital. In one 
of the latter, in which there were two diverticula, the 
kidney, ureter, seminal vesicle, and vas deferens 
were missing on the side of the diverticula. 


Diverticula of the bladder, especially those of the 
congenital type, occur most commonly in an area 
just above and to the outside of the ureter where, in 
embryonic life, the mesonephric duct enters the 
cloaca. They are rare in the female. 

A diverticulum of the bladder is a very serious 
condition which is difficult to treat. Of four of the 
authors’ patients who were treated by lavage of the 
cavity without operation, three died. In three cases 
of diverticulum due to stricture, dilatation and 
lavage were followed by recovery. Of three patients 
treated by cystostomy, two survived. Of six treated 
by prostatectomy, four recovered. One extirpation 
by Young’s method and three of four resections by 
the standard procedures were successful. 

In the uninfected congenital type of diverticulum 
radical treatment is ideal, but in cases with com- 
plicating pathological changes it is very difficult. 
Because of the danger of stone formation, infection, 
and the development of a tumor, radical treatment 
should be used whenever possible. 

Apert DeGroat, M.D. 


Marion and Blanc: The Interureteral Bar and 
Lateral Cystography (Barre interurétérale et 
cystographie latérale). J. d’urol. méd. et chir., 1925, 
xix, 554. 

In the case reported a rifle ball had entered the 
pelvis at the right ischial tuberosity and emerged 
near the left greater trochanter. Since the receipt of 
the wound the patient had been emptying his blad- 
der with a sound, and at the time of examination he 
had a severe pyuria. The cystoscope revealed a very 
marked trabeculation of the bladder wall and be- 
tween the ureters a bar of such marked development 
that the postero-inferior portion of the bladder was 
concealed from view. 

In the anteroposterior roentgenogram taken after 
the injection of an opaque solution, the bladder was 
found large and of a quadrilateral form. The solu- 
tion filled the dilated left ureter and showed an 
apparent break immediately above its juncture with 
the bladder. Of particular interest was the lateral 
view which showed a pyriform shadow of the blad- 
der with two deep notches in its base. The anterior 
notch represented the interureteral bar and the 
posterior notch a partition which could not be seen 
with the cystoscope as it was hidden deep in the 
posterior portion of the bladder. The lateral roent- 
genogram was taken with the tube directed through 
the line joining the two trochanters. 

This case is cited to show the possibility of diag- 
nosing the presence of an interureteral bar with the 
aid of the X-ray. Atbert F. DeGroat, M.D. 


Strassmann, P.: Replacement of a Contracted 
Bladder by Transposition of the Sigmoid Flex- 
ure (Ersatz einer Schrumpfblase durch Transposi- 
oo des S. romanum). Zentralbl. f. Gynaek., 1925, 
xlix, 1122. 


Various operations have been proposed and per- 
formed for severe contraction of the bladder. In 
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accordance with the Maydl technique, Floercken 
transplanted the trigone into the sigmoid flexure 
after extirpation of one kidney. Most surgeons, 
however, have formed a substitute for the bladder 
from a portion of the intestine. This may be done 
by side-tracking the ca#cum, transplanting the 
ureter, and using the appendix for the urethra fol- 
lowing the operative technique proposed by Makkas 
for exstrophy of the bladder, or by uniting a section 
of the gut with the bladder, leaving the natural exit 
of the urine undisturbed. Kausch and Scheele used 
a part of the small intestine for this purpose, while 
Birnbaum and Meyer employed a portion of the 
colon. 

Transposition of the sigmoid was first proposed by 
Stoeckel and has been done with very good results 
by Strassmann. The history of Strassmann’s case, 
that of a woman 40 years old, is very interesting. 
After a very severe burn of the external] and inter- 
nal genitals, a wide vesicovaginal fistula resulted. 
Closure of the fistula by interposition of the uterus 
was followed by severe contraction of the bladder 
associated with attacks of severe pyelitis. 

To replace the contracted bladder Strassmann 
side-tracked the sigmoid flexure and re-established 
the continuity of the colon by a side-to-side anas- 
tomosis between the descending colon and_ the 
rectum. The left side of the side-tracked colon he 
fixed to the left wall of the pelvis. The bladder and 
sigmoid were united by making a wide opening in 
the free tenia of the latter and uniting it with the 
opened bladder by a sort of intestinal anastomosis. 
He then fixed the remains of the old bladder to the 
anterior pelvic wall by a few sutures and drained the 
new bladder in the middle of the uniting suture by 
means of a catheter. He inserted a catheter into the 
bladder also through the urethra. 

The wounds healed by primary intention, and 
after the operation the urine became clearer and the 
attacks of pyelitis less frequent. Seven months after 
the operation the bladder easily held from 1oo to 
200 c.cm. of urine, urination occurred every two or 
three hours, and the woman had gained 14.5 kgm. 

Because of the relative simplicity of the one-stage 
operation, Strassmann hopes that this will become the 
typical procedure for replacement of the contracted 
bladder. Scumipt (G). 


De Gironcoli, F.: Hamorrhagic Purpura of the 
Bladder “(Intorno alla porpora emorragica della 
vesica). Arch. ital. di urol., 1925, i, 632. 


The author adds another case of haemorrhagic 
purpura of the bladder to the seven which have been 
reported in the literature to date. His patient was a 
girl of 17 years who had a mild attack of influenza 
and a few days later began to suffer from tenesmus, 
pollakiuria, and burning pain at the end of micturi- 
tion. The urine remained clear but red cells could 
be demonstrated on microscopic examination. 
Cystoscopic examination revealed the characteristic 
red spots of hemorrhagic purpura. Tuberculosis 
and syphilis were definitely ruled out, and there was 


no evidence of a congenital hemophiliac diathesis. 
Under irrigation of the bladder with a 1:5,000 solu- 
tion of silver nitrate the spots gradually grew paler 
and finally disappeared. 

This is the usual picture of hemorrhagic purpura 
of the bladder. ‘The author believes that the con- 
dition is only the local expression of a general hamor- 
rhagic diathesis which is made manifest by a toxin- 
fection. This theory is supported by the fact that 
the resistance of the red cells was slightly decreased 
and the blood picture was that frequently found in 
infectious diseases during the period of defervescence 
—a moderate leucopenia and a relative lympho- 
cytosis with transitory forms, Tuerck cells, lympho- 
blasts, and prelymphocytes. De Gironcoli is unable 
to explain, however, why.the hemorrhage was local- 
ized exclusively in the bladder. 

Szabo believes that hamorrhagic purpura of the 
bladder is the initial stage of simple ulcer, but the 
author does not accept this theory because in all of 
the cases he has known prompt recovery resulted; 
and because simple ulcer is generally solitary while 
the hemorrhagic spots are multiple. 

Auprey G. Morcan, M.D. 


Watson, E. M.: The Management of Bladder 
Tumors, Particularly the Inoperable Type. 
J. Urol., 1925, xiv, 509. 


Benign tumors of the bladder are best treated by 
fulguration through the cystoscope with the use of a 
bipolar current. As a certain number of benign 
tumors recur, Watson implants in the region of the 
stalk from eight to ten o.5-mc. seeds of radium eman- 
ation. 

Cases of jarge localized malignant tumor without 
evidence of metastases are best treated by supra- 
pubic cystotomy with electrocoagulation by dia- 
thermy and the implantation of from fifteen to twenty 
radium seeds around the coagulated area. 

In cases of small malignant tumors Watson uses 
radium emanation introduced through the cystoscope 
with flexible needles and deep X-ray therapy up to 
130 per cent of the body dose. 

Cases of large infiltrating malignant tumors are 
treated with from twenty to thirty radium seeds 
implanted through the Braasch cystoscopy by 
means of stiff needles. This is best accomplished by 
inserting one finger in the rectum. The needles may 
be introduced also through the perineum. 

Ocusner, M.D. 


GENITAL ORGANS 


Marion, G.: The Treatment of Genital Tuberculo- 
sis in the Male (Du traitement de la tuberculose 
génitale chez Vhomme). J. d’urol. méd. et chir., 
1925, XIX, 524. 

Tuberculous epididymitis is of two general types; 
one has an acute onset and the other is chronic from 
the beginning. The acute type resembles at first a 
gonococcal epididymitis, being distinguished from 
the latter only by the absence of urethral infection. 
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In time, the inflammation subsides and becomes 
chronic or continues to abscess formation and fis- 
tulization. The vas deferens and the seminal vesicle 
also may be involved, but the most constant lesions 
are found in the epididymis and in nine cases out of 
ten are entirely limited to this organ. When lesions 
are found in the opposite side of the prostate, exten- 
sion to the other epididymis has probably occurred. 

In tuberculous epididymitis with an acute onset 
the treatment should be expectant pending the 
change of the condition into one of its chronic forms. 
In the chronic state medical treatment may effect 
a cure, but as this is never certain and as the infec- 
tion is local, surgical treatment is indicated. The 
operation of choice is epididymectomy. 

When the testicle is diseased the treatment 
should be medical as the testicle must be conserved 
if possible. Heliotheraphy and ultraviolet light 
theraphy are valuable adjuncts to medical treat- 
ment. Abscesses should be treated, according to 
the indications, by puncture or incision followed by 
curettage, cauterization, and tamponade. After re- 
peated recurrences of the condition, castration may 
be considered. 

Ligation of the vas to prevent the descent of the 
infection to the opposite epididymis has been aban- 
doned as the adhesions produced thereby often 
prevent a subsequent epididymectomy. When in- 
volvement of the other side is anticipated it is bet- 
ter to perform an epididymectomy immediately. 

The author believes that the dangers of meningitis 
or miliary tuberculosis after operation have been 
greatly exaggerated and that a definite cure is the 
rule. DeGroat, M.D. 


Blanc, H.: Pyuria Associated with Prostatic Con- 
ditions (La pyurie chez les prostatiques). J. 
d@’urol, méd. et chir., 1925, xix, 506. 

Infection of the urine is not always associated with 
prostatic conditions and when it is found in such 
cases may be due to quite another cause. The author 
cites the following cases in which a relation between 
pyuria and hypertrophy of the prostate was assumed 
erroneously: 

Case 1. The patient suffered from symptoms of 
prostatism and examination revealed prostatic en- 
largement. Following an acute attack of epididymi- 
tis with pyuria, X-ray examination showed the 
presence of very large calculi in both kidneys. 

Case 2. The patient had been catheterized sev- 
cral times for retention believed to be due to hyper- 
trophy of the prostate. The large quantity of pus 
in the urine was found on ureteral catheterization to 
come from the kidneys. After lavage of the renal 
pelves the urine became clear. 

Case 3. This was a case of prostatic hypertrophy 
with intense pyuria, Cystoscopic examination and 
ureteral catheterization established the presence of 
renal tuberculosis. 

Case 4. The patient suffered from prostatic 
hypertrophy with pyuria but had never been cath- 
eterized. A prostatectomy was performed without 


incident, but the pyuria continued. Further exam- 
ination revealed a diverticulum of the bladder. 
Case 5. The patient suffered from hamaturia 
and pyuria attributed to enlargement of the pros- 
tate. Examination showed a vesical calculus in 
addition to prostatic hypertrophy. 
ALBERT F’, DEGrRoat, M.D. 


Salvini, P.: Immediate and Late Results of Supra- 
pubic Prostatectomy in 180 Patients Operated 
Upon in the Period from 1921 to June 30, 1924 
(Resultats immédiats et éloignés de la prostatec- 
tomie sus-pubienne chez 180 malades opérés de 1921 
au 30 Juin 1924). J. d’urol. méd. el chir., 1925, xx, 
103. 

A questionnaire was sent to 180 patients operated 
upon by Marion, asking them to give details in re- 
gard to the immediate and late results of the supra- 
pubic prostatectomy. 

In the 180 cases there were thirteen deaths, a 
mortality of 7.2 per cent, but among the thirty-two 
cases operated upon in 1924 after functional kidney 
tests, especially the phenolphthalein test, there has 
not been a single death. Most of the deaths were 
due to bronchopulmonary or cardiac complications. 
Not one was the result of infection or haemorrhage. 

Among the complications of the operation, injury 
of the peritoneum is not frequent but may be seri- 
ous. In the cases reviewed this accident occurred 
only once and the patient recovered. Hamorrhage 
is the most frequent complication; in the cases re- 
viewed there were eight instances of serious hamor- 
rhage, but all of the patients recovered. In three 
cases in which bleeding occurred on the day of the 
operation thorough tamponade was done; in one of 
these it recurred after the removal of the tampon and 
another tampon was introduced. In case of hamor- 
rhage the clots should be removed from the bladder; 
this often stops the bleeding. If the clots form again 
a drain should be placed in the prostatic cavity. 
There seems to be no relation between the size of the 
adenoma and the hemorrhage. 

Another complication of suprapubic prostatec- 
tomy is tearing of the membranous urethra. In two 
cases of the series reviewed in which this occurred a 
stricture developed later but was overcome by 
dilatation. 

There were two cases of infection; in one, a phleg- 
mon developed which retarded closure of the fistula 
for three months. 

Orchitis is very frequent following prostatectomy. 
To prevent it Marion always ligates and sections the 
vasa deferentia. This causes sterility, but so also 
does the removal of the prostatic adenoma; it docs 
not cause impotence. 

In sixteen of the 180 cases the fistula was closed by 
surgical operation. Marion believes that, in gen- 
eral, if the fistula is not closed by the end of thirty- 
five days it should be closed surgically. In four of 
the cases reviewed, however, it closed spontaneously 
later than that—the case in which a phlegmon pre- 
vented operation and three cases in which the wound 
was torpid and operation was thought inadvisable. 
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All of the patients began to urinate spontaneously 
immediately after the removal of the retention 
catheter. Of fifty-seven cases in which it was neces- 
sary later to introduce a sound for lavage the bladder 
was emptied completely in fifty-two, and only 
partially in five. In thirteen there was a residue of 
from 20 to 50 c.cm. and in two a residue of more 
than 100 c.cm. 

In most of the cases the urine cleared up rapidly. 
Marion emphasizes the importance of keeping the 
patient under observation with regard to this point 
and giving lavage or instillations of silver nitrate if 
the urine remains turbid from infection of the 
bladder. 

Of 148 patients re-examined or heard from with 
regard to the late results of the operation, 127 had 
satisfactory micturition. In 119 cases the urine was 
clear, but in nineteen was still turbid. Of eighty- 
five patients examined, genital function was excel- 
lent in twelve, good in forty-eight, and poor in 
twenty-five. Those with poor function were all over 
60 years of age and most of them were over 70 

ears. 

3 Three patients had calculi after the operation, but 
two of these had a history of stones before the 
prostatectomy. Four of the patients had incrusted 
cystitis which Marion thinks may have been due to 
too early suppression of drainage which left behind 
small bits of tissue detached from the bed of the 
prostate. 

None of the patients had permanent incontinence 
of urine; a few were unable to retain the urine at 
first but this was cured by dilatation. In the cases 
of most of the patients who had had recent acute 
retention or incomplete retention without distention 
complete emptying of the bladder was possible after 
the operation, but of the eleven with distention this 
was possible in only two. In all of the others there 
was a residue of from 60 to 300 gm. A perfect result 
cannot be counted on in cases with chronic disten- 
tion, but the condition is very greatly improved by 
the operation. 

While prostatectomy brings about marked im- 
provement in the condition of the bladder, it cannot 
arrest an old interstitial nephritis. ‘Two of the pa- 
tients died several months after the operation from 
this cause. 

The effect produced by the operation upon the gen- 
eral health is excellent. In most of the cases there 
was a marked gain in weight, appetite, and capacity 
for work, and particularly in mental effort. The 
patients who were not benefited in this respect were 
those with chronic distention. 

Recurrence of prostatic hypertrophy is rare. There 
was not a single recurrence in the 180 cases reviewed. 
Marion says that recurrences cannot be regarded as 
true recurrences as they are continuations of adeno- 
mata that have been overlooked at operation. He 
therefore recommends careful examination of the bed 
of the prostate in order that no aberrant adenomata 
may be left in its wall. 

Auprey G. Morcan, M.D. 


Hardouin: A Case of Complete Obliteration of the 
Posterior Urethra Following Suprapubic Pros- 
tatectomy (Un cas d’oblitération compléte de 
Vurétre postérieur consécutive 4 une prostatectomie 
me pubienne). Bull. et mém. Soc. nat. de chir., 1925, 

i, 714. 


Hardouin reports the case of a 68-year-old man 
with hypertrophy of the prostate causing acute re- 
tention of urine. In a suprapubic prostatectomy 
performed under local anesthesia, the prostate was 
removed easily in two pieces about the size of a hen’s 
egg without any special injury of the bed of the 
prostate or of the posterior part of the urethra. 
Recovery was uneventful except that the patient 
insisted on removing the retention catheter. The 
patient was discharged from the hospital thirty-five 
days after the operation, completely well and with 
the suprapubic wound entirely closed. 

Five months later his previous symptoms re- 
curred, and in a few days spontaneous micturition 
stopped and the hypogastric wound reopened. At 
examination it was found impossible to pass a sound 
through the urethra into the bladder. At a second 
operation the old wound was opened up and the 
finger introduced into the bladder. A sound passed 
up through the urethra could be felt by the finger in 
the bladder but was separated from it by a mem- 
brane between 1 and 2 mm. thick. A slight incision 
was therefore made and, by pushing rather forcibly 
on the sound, the new meatus was opened until it 
admitted the end of the little finger, a retention 
sound being then introduced. 

The patient again made a quick and uneventful 
recovery and to date has had no further recurrence. 

When the operation of suprapubic prostatectomy 
was first described the fear was expressed that it 
might frequently be followed by stricture of the 
posterior urethra. This complication has not been 
as common as anticipated, but in 1919 Deroide col- 
lected twenty-seven cases. In some of these cases 
the stricture followed a difficult operation with con- 
siderable injury of the bed of the prostate or the 
posterior urethra which may have caused cicatriza- 
tion. In others, however, the operation was simple 
as in the author’s case and the development of the 
stricture could not be explained. 

Generally stenosis following suprapubic pros- 
tatectomy develops quite late after the operation 
and causes the discharge of the urine through the 
bladder wound. ‘The author believes that for the 
treatment of such a stricture a simple incision such 
as he performed is preferable to the perineal opera- 
tion that has been proposed. 

Auprey G. Morcan, M.D. 


Walker, K. M., Kidd, F., Leahy, M., Jolv, J. S., and 

Others: Discussion on Sterility and Impotence 

in the Male. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Urol., 56. 

WALKER stated that sterility in the male ranges 

from complete azoospermia to mild oligospermia. 

The most common cause of azoospermia is gonor 
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rhoea causing epididymitis and vesiculitis. Benzer 
found azoospermia in from 1o.5 to 41.7 per cent of 
German soldiers with gonorrhoea. 

For the diagnosis of the cause of sterility a com- 
plete physical examination for evidences of disease 
or its results and an examination of three condom 
specimens are essential. 

With regard to impotence, Walker discusses only 
cases in which the condition is psychic in nature or 
of the atonic type. The underlying cause is fear. 
This must be overcome. Exercise, regulation of the 
diet, and moral support are also indicated. The 
psychotherapist should be consulted rather than the 
surgeon. 

According to Kipp, sterility is usually due to 
blockage of the vas deferens or of the epididymis. 
Operative procedures are not successful. Kidd 
advocates the German method of testicle puncture 
and artificial impregnation. Undescended testicles 
should be placed in the scrotum. 

Leany stated that in psychic impotence the chief 
factor is anxiety. He cited three cases. 

JoLy reported that he had operated upon three 
cases of sterility due to obstruction, but that the 
results were unsuccessful. 

SWAN reported two cases in which an anastomosis 
between the vas and the epididymis was done with- 
out results. Craupe D. Pickreti, M.D. 


Hinman, F., Gibson, T. E., and Kutzmann, A. A.: 
Malignant Tumors of the Testicle. Ann. Surg., 
1925, Ixxxii, 552. 


The authors report twenty-two malignant testicu- 
lar tumors, ten of which were diagnosed as tera- 
tomata or mixed tumors and twelve as “‘seminomes” 
or single-celled tumors. ‘The latter, which were first 
described by Chevassu, are solid medullary tumors 
with large cells which resemble the spermatocytes. 
Ewing believes that they are teratomata in which 
the large cell predominates. Sarcoma and the adult 
teratoid tumor or dermoid of the testicle are rare. 

In one of the cases reported, the findings sub- 
stantiated Ewing’s theory that in a typical ‘‘semi- 
nome” mixed tissue of various types is to be 
found. 

Summing up briefly, the authors state that it can 
now be taken as definitely established that prac- 
tically all tumors of the testicle are teratomatous in 
origin and that practically all exhibit some type of 
carcinomatous degeneration of which the so-called 
‘““seminome”’ is only a modification. Pathologically, 
however, and to some extent clinically, the ‘‘semi- 
nome” presents certain vital differences which sets 
it apart from the other teratomata. The ‘‘semi- 
nome”’ is relatively susceptible to radiotherapy as 


compared with the other types of teratoma, and the 
majority of teratomata occur in the third decade of 
life while “‘seminomes” occur in the fourth decade. 
Grossly the seminome has a uniform solid appear- 
ance and microscopically it is a solid medullary 
tumor while other teratomata present a very com- 
plex picture, containing numerous cysts lined by 


different types of epithelium, islands of cartilage, 
and squamous cells. 

The point at which tumors of the testicle begin is 
still unknown. Most tumors examined have been so 
far advanced that most or all of the testicle had been 
replaced. In some, however, a narrow margin of 
testicular tissue has been found at a point opposite 
the attachment of the epididymis. It therefore ap- 
pears that the tumor arose in the region of the rete 
testis or in the region immediately between the testis 
and epididymis, possibly from some vestigial meso- 
nephric structure. 

The lymphatic drainage in cases of testicular 
tumor is into the pre-aortic retroperitoneal lymph 
nodes. The inguinal nodes are rarely involved, but 
the heart and lungs are involved comparatively 
early. Aton Ocusner, M.D. 


MISCELLANEOUS 


Dudgeon, L. S., Lepper, E., Thomson-Walker, J., 
Heath, O., and Others: Discussion on Bacte- 
rial Infections of the Urinary Tract. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Urol., 43. 


DupGEON discusses a special type of haemolytic 
bacilli found in over 200 cases of urinary tract infec- 
tion in which there were only two deaths. The 
condition in these cases ran a course similar to that 
of paratyphoid fever. In most instances recovery 
was complete. The patient with this type of infec- 
tion is hypersensitive to vaccine treatment and 
should not be so treated until the temperature has 
been normal for several days. 

Colon bacilli may be divided into the hamolytic 
and the non-hemolytic types. In many cases of 
infection of the urinary tract the bacilli found have 
been identical with those isolated from the faces. If 
vaccine treatment in colon-bacillus infection causes 
an acute return of the symptoms an obstruction 
should be sought. Infection by the bacillus proteus 
may be very acute. Vaccine treatment is of great 
aid. The presence of staphylococcus albus in large 
numbers usually indicates the presence of stones. 

Lepper stated that ureteral obstruction is an im- 
portant factor in dilatation of the renal pelvis with 
extravasation of infected blood into the kidney 
substance and consequent inflammation. 

THOMSON-WALKER discussed only cases without 
a history of previous infection. ‘These may be acute 
or chronic. A complete history of the symptoms 
should be obtained, and a thorough examination, 
both local and general, should be made. The treat- 
ment should be determined by the findings in the 
particular case. The use of urinary antiseptics 
before an abdominal operation is an important 
prophylactic measure against infections of the 
urinary tract. 

Heatu discusses acute cystitis due to a staphylo- 
coccus and a diphtheroid bacillus. He has found 
that this condition may be cured by vaccine treat- 
ment and the ingestion of large quantities of water. 

D. M.D. 
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Maybury, B. C., and Dyke, S. C.: Some Unusual 
Manifestations of Spread by Implantation of 
Papillomata of the Urinary Tract. Brit. J. 
Surg., 1925, xiii, 377. 

Few types of new growth exemplify better the 
process of spread by direct implantation than papil- 
lomata of the urinary tract. The facility with which 
they spread by the spontaneous dissemination of 
seedlets is one of their best recognized characteris- 
tics, and their recurrence as the result of accidental 
implantation in operative wounds is not rare. The 
two cases reported in this article show less common 
manifestations of the power of spread by implanta- 
tion and demonstrate the rapid growth of secondary 
tumors after the removal of the primary growths. 

In the first case the original papilloma occurred in 
the renal pelvis and implantation took place on the 
walls of the resulting hydronephrosis. Removal of 
the affected kidney together with the tumor was fol- 
lowed by the rapid growth of a malignant tumor in 
the remaining kidney. The urine in this case showed 
a large amount of pus in the absence of an infective 
process. The presence of pus cells in much greater 
numbers than could be accounted for by the amount 
of blood present suggested the presence of a kidney 
infection, but this was ruled out by cultures of the 
urine and microscopical examinations of the kidney. 
The pelvic wall revealed a mild and chronic inflam- 


matory process, but polymorphonuclears were not 
among the infiltrating cells. However, infiltrating 
cells had collected in large number in the smaller 
vessels. 

This stagnation of the polymorphonuclears in the 
smaller vessels has long been recognized as one of the 
earliest manifestations of an inflammatory process, 
preceding their passage by diapedesis from the ves- 
sels. In papillomata of the urinary tract it is the 
blood from the smaller vessels that passes into the 
urine and the stagnation of the polymorphonuclears 
in these vessels seems to account for their excess in 
the blood thus passed. 

In the authors’ second case, after removal of a 
simple vesical papilloma, three graft- recurrences de- 
veloped in three separate places in the tissues of the 
abdominal wall, each appearing shortly after the 
removal of the previous growth. It is possible that 
all three arose from portions of the original tumor 
accidentally implanted at the first operation. The 
primary tumor was histologically non-malignant, 
but the successive recurrences showed a steady 
progress toward malignancy. 

It is suggested that the course of these cases 
demonstrates the inhibitory effect of the presence of 
a primary tumor in the tissues upon the rate of 
growth and malignancy of secondary tumors. 

Louis Neuwe M.D. 


age, 
in is 
So 
een 
1 of 
site 
ap- 
rete 
Stis 
‘SO- 
lar 
iph 
ut 
ely 
3 
oy. 
‘ic 
he 
at 
id 
iS 
ic 
of 
e 

n 

t 

1 

> 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Orr, H. W.: Mechanical vs. Chemical Methods in 
the Treatment of Wounds of Bone. J.-Lancet, 
1925, xlv, 515. 

Orr discusses the possibility that the distress 
caused by frequent antiseptic dressings of infected 
bone wounds may counteract any benefits to be 
derived from such dressings. He believes that if the 
wound is given proper protection and the injured 
parts are placed at physiological rest, the defensive 
agencies of the body will be sufficient to take care of 
considerable infection. He describes the technique 
he uses in infected bone wounds and reports two 
cases in which it was employed. 

Joun W. Powers, M.D. 


Cone, S. M.: Activities of Bone Cells. J. Bone & 
Joint Surg., 1925, vii, 894. 

Cone’s study of bone-cell activity was based on 
the findings of 250 autopsies, examinations of ani- 
mals, and bone grown experimentally in muscles. 
Particular note was made with regard to the follow- 
ing conditions: (1) cardiovascular disease’ with 
chronic passive congestion; (2) localized vascular 
disease with thrombosis; (3) pernicious anemia, sec- 
ondary anxmia, leukemia, Hodgkin’s disease, and 
carbon-monoxide and wood-alcohol poisoning; (4) 
inflammatory bone disease; (5) fractures and the 
transplantation of bone fragments; (6) tumors of 
bone; and (7) growth in vitro. 

The conclusion is drawn that under pathological 
conditions bone may act like any other tissue. There 
is a reversion of its various constituents to an em- 
bryonal condition and the bone becomes remodeled 
to suit the change in its circulation and chemistry. 
Coincidently there is a reversion of the bone and 
marrow cells to the embryonal state, and new bone 
and new connective tissue are formed. The most 
important factors in renewed activity of bone cells 
are passive hyperemia and oedema. Cdema dis- 
solves the salts, softens the bone matrix, and is in- 
strumental in the enlargement and confluence of the 
lacuna. The bone cell is released before it again 
becomes active. Later it is seen as a syncytium or as 
a cell mass resembling callus which grades off into 
new bone. Cuester C, SCHNEIDER, M.D. 


Andrei, O.: The Production of Bone and Cartilage 
After the Grafting of Fixed and Living Tissue 
(Sulla produzione di osso e di cartilagine in seguito 
ad innesti di tessuti fissati e viventi). Arch. ital. di 
chir., 1925, xi, 483. 

From his experiments in grafting Nageotte con- 
cluded that new formation of bone and cartilage can 


be brought about only by tissue that is dead or 
greatly reduced in vitality, the newly formed bone 
and cartilage being due to metaplasia of the fibro- 
blasts of the region stimulated by the presence of the 
implanted tissue. 

To determine whether this conclusion is correct 
the author grafted both fixed and living tissue of 
various organs into the subcutaneous tissue of the 
ears, abdomen, thigh, and head of rabbits, guinea 
pigs, and dogs. He found that the results depended 
to a great degree upon the type of tissue grafted and 
to a still greater degree upon the area in which they 
were grafted. 

Grafts of fixed tissue from the kidneys, lymphatic 
glands, bladder, tendons, lung, and ovaries which 
were placed in the subcutaneous tissue of the rab- 
bit’s ear caused a proliferative process or new-forma- 
tion of cartilage and bone, while similar grafts of 
cornea, ureter, and bone marrow caused little or no 
change. Fragments of living tissue from the kidney 
pelvis, bladder, and aorta caused the new formation 
of bone and cartilage even more readily than tissues 
that had been fixed in alcohol. These findings dis- 
prove the theory of Polettini, based on Nageotte’s 
experiments, that the substances, as yet unknown, 
which cause osseous and cartilaginous metaplasia of 
connective tissue are disturbed in their action by 
the autolytic ferments of living tissue which hasten 
the absorption of grafted tissue. 

While the substances which excite metaplasia 
cannot act in a very short time, as proved by the 
negative results of Polettini’s injections of powdered 
bone and cartilage and extract of cartilage, neither 
do they require an extremely long time since living 
tissue, which is absorbed much more quickly than 
fixed tissue, easily brings about the new formation of 
bone and cartilage. Andrei has obtained positive 
results with a powder of the renal pelvis incorporated 
in agar to keep it from being absorbed too rapidly. 

When the grafts described were made into the 
subcutaneous tissue of the back, thigh, or head, there 
was never any new formation of bone or cartilage. 
Moreover, while the experiments on the ear of the 
rabbit and guinea pig were positive, those on the ear 
of the dog were negative. In the latter, proliferation 
was obtained only rarely and then only to a slight 
degree and with the use of vegetable matter that was 
absorbed with difficulty, such as sugar and agar. 

Embryonic tissue grafted after fixation did not 
seem very active, only two positive results being 
obtained in six cases. This finding seems to disprove 
the theory advanced by Centanni, that the produc- 
tion of cartilage and bone is due to the action of sub- 
stances set free from the graft, which he called 
“‘blastins.”’ Centanni believed that the blastins are 
most abundant in tissues with a great capacity for 
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proliferation, such as tumors. If this assumption 
were correct, embryonic tissue would be especially 
active. Auprey G. Morcan, M.D. 


Knaggs, R. L.: On Osteitis Deformans (Paget’s 
Disease) and Its Relation to Osteitis Fibrosa 
and Osteomalacia. Brit. J. Surg., 1925, xiii, 206. 


Osteitis deformans is a chronic inflammatory dis- 
ease occurring in middle-aged or elderly persons. 
The normal osseous structure is destroyed and re- 
placed by fresh bone formed on a different plan and 
a larger mold. 

The general type of the affection is most common. 
This condition is very slow in its progress, for many 
years having no effect on the health and being mani- 
fested chiefly by an enlargement and change of 
shape of the affected bones. Even when the skull is 
greatly thickened the mind remains unaffected. 
Usually the long bones of the lower extremities and 
the bones of the skull are involved symmetrically. 
The spine may seem to become shortened and the 
dorsal and lumbar curves increased. The posture is 
simian. The pelvis may become widened and the 
neck of the femur nearly horizontal. The affected 
bones are painful. There is no fever. 

The type of Paget’s disease which affects bone 
only may have trauma as an exciting cause. 

All of the bones affected become enlarged and 
softened, and the long bones become thicker, longer, 
and abnormally curved. The normal osseous struc- 
ture is replaced by finely porous cancellous bone. In 
the skull there is a marked increase in vascularity. 
This is followed first by a stage of advancing sclero- 
sis and then by complete diffuse sclerosis. 

In the spine there may be associated lipping and 
synostosis of the vertebra. Sometimes one or more 
of the vertebra may collapse. In some cases para- 
plegia may result from narrowing of the spinal canal. 
fe author describes the histological picture in 

etail. 

Many theories have been advanced with regard to 
the pathogenesis of the condition. Hutchinson, 
DaCosta, Funk, Levin, Morpurgo, Archangeli, and 
Fiocca have ascribed it to infection, while Oetlinger 
and Lafont have attributed it to a toxamia due to 
mineral acids. According to Tourette and Mari- 
nesco, it is of spinal cord origin. 

Microscopically there is a very close resemblance 
between osteitis deformans and osteitis fibrosa. 
Since the latter is a disease of the first and second 
decades of life and the former a disease of middle or 
later life, it is possible that a person who is sus- 
ceptible to the particular toxic influence causing 
these conditions may have sufficient reserve resist- 
ance to stave off osteitis fibrosa in youth but will 
succumb to osteitis fibrosa in old age when his resist- 
ance has been decreased. 

The author believes that there is a definite rela- 
tionship between osteitis deformans, osteitis fibrosa, 
and osteomalacia. In osteitis deformans and osteitis 
fibrosa the reaction to toxic injury and bone destruc- 
tion causes new bone formation. In osteomalacia, 


with a similar destruction of bone, there is little or 
only very slight re-formation of bone, probably be- 
cause persons with this condition have become de- 
bilitated by poverty, privation, anxiety, numerous 
pregnancies, or poor environment. Occasionally 
there is an apparent recovery from osteomalacia 
which is explainable by an increase in vitality. When 
this occurs the bone changes characteristic of osteo- 
malacia give place to those of osteitis fibrosa. 

The most common cause of osteitis is injury. 
Local or general depression of vitality, overfatigue, 
injury with attendant fright, and frequent exposure 
to dampness are probably predisposing influences. 
Syphilis and endocrine disturbances are not causa- 
tive factors. H. Levintruat, M.D. 


Hansen, S.: Roentgen’ Diagnosis in Osteitis Fi- 
brosa and Tumors of the Bone System. Ac/a 
radiol., 1925, iv, 201. 

In a case of bone tumor, to arrive at a quick de- 
cision as to the nature of the neoplasm, especially as 
to whether it is benign or malignant is always of the 
greatest importance for the prognosis and treatment. 
In a presentation of cases before the Radiological 
Society in Copenhagen, Hansen discussed osteitis 
fibrosa, myeloma, sarcoma, carcinoma, osteitis de- 
formans, and a case representing the transition from 
osteitis fibrosa to osteitis deformans. 

In Hansen’s opinion it is impossible to distinguish 
in the roentgenogram between the localized form of 
osteitis fibrosa and a giant-cell sarcoma. The differ- 
ential diagnosis of bone tumors in general is so diffi- 
cult that a preliminary exploratory incision is often 
necessary when the diagnosis rests between bone 
cyst, central sarcoma, and enchondroma. How- 
ever, when the X-ray is used with intelligence and 
in connection with other aids, it is of great value. 

Hansen places considerable emphasis on the close 
relationship between osteitis fibrosa, osteitis defor- 
mans, epulis, and myelogenous sarcoma and_ the 
frequency with which difficulty is experienced in their 
differentiation even in histological preparations. 

In osteitis fibrosa (cystica) the clear spaces are 
very large, confluent, and without areas of osteo- 
sclerosis and the pelvis is not invaded. In cancer 
metastases there are numerous clear spaces which are 
either sharply defined or have a woolly appearance. 
In multiple myelomata there are similar areas but 
they are less sharply defined. In advanced osteitis 
fibrosa the invasion is so extensive that the diagnosis 
becomes less difficult. 

Because of the great similarity between the tu- 
mors of osteitis fibrosa, epulides, and central giant- 
cell sarcoma, Hansen recommends that they be 
recognized as benign, non-metastasizing, chronic, 
resorptive new formations and hence distinct from 
true sarcomata. Antuony F. Sava, M.D. 


Kolodny, A.: The Diagnosis and Prognosis of Bone 
Sarcoma. J. Bone & Joint Surg., 1925, vii, 911. 


Kolodny draws conclusions based on a careful 
clinical, roentgenological, and pathological study of 
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twenty-five cases of bone sarcoma observed in the 
Iowa State University Hospital during the ten years 
between 1915 and 1925. ‘The case histories are re- 
ported in detail and the end-results noted to date are 
reviewed. 

For the diagnosis of bone sarcomata the author 
urges a careful correlation of the findings of a clinical 
study, X-ray examination, and pathological exam- 
ination. The most characteristic symptom is pain of 
a very severe, boring, and cutting character which 
wakens the patient from sleep. In periosteal sar- 
coma this is the earliest symptom. 

In 63 per cent of the cases reviewed a history of 
trauma was given. Kolodny believes that injury 
plays a distinct part in the etiology of the condition. 

He urges surgeons not to explore unless immediate 
amputation can be done in case the diagnosis of 
malignancy is confirmed. Roentgen-ray therapy is 
frequently diagnostic as it quickly relieves the pain 
and remarkably slows down the rate of growth of 
the neoplasm so that within a few days the hazy 
shadow of a diffusely and rapidly growing periosteal 
sarcoma acquires the character of a typical fan-like 
structure. 

A definite prognosis as to life in sarcoma of bone 
is impossible because the natural course of the tu- 
mors which come under observation has usually been 
changed by exploratory excisions, incisions, ampu- 
tation, or radiation. ‘The prognosis becomes less 
favorable with the increase of cellularity and vas- 
cularity of the tumor. It is most favorable in cases 
of central sclerosing sarcomata. The chief factor 
influencing the prognosis seems to be metastasis 
through the blood stream. No treatment has served 
to prevent the formation of metastases. 

Cnester C, Scunewer, M.D. 


Bloodgood, J. C.: The Treatment of Bone Sarcoma 
by Toxins, Radiation, Amputation, or Resec- 
tion. Am. J. Roentgenol., 1925, xiv, 253. 


The author reports a case of sarcoma of the hu- 
merus in which toxins were given before and after 
amputation but metastases developed in the lungs 
five vears later. j 

Although the roentgen rays and radium have a 
remarkable effect on certain local growths, Blood- 
good has seen only one case in which the shadow of 
a metastatic pulmonary growth disappeared under 
roentgen treatment. 

With regard to sarcoma of the leg he recommends 
amputation if the growth is below the middle third 
of the femur and resection will not be followed by 
better function than would be obtained with an 
artificial limb. 

As in the upper extremity Bloodgood has not ob- 
tained a definite cure by amputation, he usually 
employs the roentgen rays without exploratory in- 
cision. If resection can be done he regards it as the 
operation of choice. 

Exploratory incisions should not be made without 
previous preparations for the performance of ampu- 
tation in case malignancy is found. 


Before exploratory incisions are made it is well to 
have the diagnosis confirmed by sending the roent- 
gen plates to several pathologists. While the case is 
being studied the patient should be kept at rest and 
the local area should be given deep roentgen therapy. 
In cases of periosteal lesions salvarsan should be 
given intravenously even if the Wassermann test is 
negative. In every case the urine should be ex- 
amined for Bence Jones bodies and repeated counts 
of leucocytes and a differential blood count should 
be made. 

Amputation should not be done if there is any 
doubt as to the presence of malignancy. 

ELveN J. Berknerser, M.D. 


Willems, C.: First Report of a Study of the End- 
Results of Immediate Active Mobilization in 
the Treatment of Articular Lesions (Premiers 
documents d’une enquéte sur les résultats éloignés 
de la mobilisation active immédiate dans le traite- 
ment des lésions articulaires). Bruxelles méd., 1925, 
V, 1330. 

Willems is now studying the present condition of 
patients he treated seven and eight years ago by his 
method of immediate active mobilization. These 
results are probably final. The cases discussed in 
this article are fifteen cases of wounds of the knee 
and five cases of wounds of the elbow. The wounds 
included lesions of the soft parts without involve- 
ment of the bones and wounds with bone injury 
ranging from slight lesions to fractures with marked 
displacement and extensive loss of tissue. In fifteen 
of the cases there was no infection, but in five there 
was purulent arthritis. 

In every instance the movement of the joint has 
remained excellent. In some cases, especially those 
in which osteophytes have developed, it is a little 
less complete than in the beginning, but in others it 
is more complete. The condition of the muscles is 
remarkably good, even in the cases with purulent 
arthritis. Segmental atrophy and deviation with 
contracture (club-foot) are present only in those in 
which there were concomitant lesions of the radial, 
ulnar, sciatic, or external popliteal nerve. The bone 
lesions are so well cicatrized that they cannot be seen 
in the roentgenogram. In the cases of fracture with 
marked displacement the mobilization did not inter- 
fere with the reduction. In many of the non-infected 
cases and in all of those with purulent arthritis, 
periarticular exostoses are present, but as they have 
developed outward instead of toward the joint they 
cause little interference with motion. 

Several of the patients have taken up their previ- 
ous work, but some of those with wounded knees 
who had sedentary occupations have taken up out- 
door work and are able to walk long distances, run, 
jump upon street cars, etc. The insurance com- 
pensation granted in these cases has been nothing at 
all or very little, showing that the insurance com- 
missions do not regard the condition as justifying 
more than a low recompense. 

Aubrey G. Morean, M.D. 
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Forbes, A. M.: The Infectious Arthritides. Cana- 
dian M. Ass. J., 1925, XV, 931. 

Acute rheumatic arthritis is an infection of young 
adults which has an abrupt onset, involves many 
joints in succession, and is associated with an eleva- 
tion of the temperature and the liability of endo- 

carditis as a complication. There is no suppuration 
and no impairment of the joint. 

Chronic arthritis is not a specific infection but a 
secondary condition due to the absorption of toxins 
or bacterial products from remote parts of the body 
which are the sites of chronic infection. In a small 
percentage of cases it may be the result of nervous 
strain affecting the endocrine balance. In addition 
to the ordinary foci of infection the intestinal mu- 
cosa may be the portal of entry. This is indicated 
by the fact that chronic arthritis is influenced by 
diet, colonic lavage, and operations on the colon; 
also by the association of the joint condition with 
disturbances of the function of the endocrine glands 
due to altered intestinal metabolism. For a long 
time it has been believed, on the basis of laboratory 
studies, that streptococci are important factors in 
the etiology, but it is not yet known whether these 
organisms play a primary rdle or are secondary in- 
vaders. Chronic arthritis often causes suppuration 
and permanent loss of function of the joint involved. 

E.ven J. Berkuerser, M.D. 


Rolleston, Sir H.: The Etiological and Bacterio- 
logical Aspects of Rheumatoid Arthritis. Brit. 
M. J., 19285, ii, 589. 

Ackland, W. R.: Aural Sepsis as a Cause of Arthri- 
tis. Brit. M.J., 1925, ii, 594. 

Waterhouse, R.: Balneological Treatment of Ar- 
—s Brit. M. J., 1925, ii, 595. 

Osgood, R. B.: The’ Toxic Factor in Arthritis. 
Brit. M.J., 1925, ii, 596. 

— Sir R.: The articat Treatment of Arthritis. 

Brit. M. J., 1925, ii, 597 

Munro, J. M. H.: The infective Origin of Arthritis. 
Brit. M. J., 1925, ii, 598. 

Fisher, A. G. T.: Pathological Types of Chronic Ar- 
thritis. Brit. M.J., 1925, ii, 509 

Willcox, Sir W.: Etiological Factors 
ment in Arthritis. Bri/. M.J., 192: 

Cawadias, A.: Sulphur Metabolism 
Brit. M. J., 1925, ii, 602. 


ROLLESTON questions whether all forms of chronic 
arthritis should be considered of infectious origin, 
suggesting that some of them may be the result of a 
metabolic disturbance analogous to that of gout. 
He states that the arthritic diathesis is not a very 
satisfactory conception since this might consist in a 
weakness to infection. The metabolic fault appears 
to be limited to the carbohydrates. ‘Thompson, who 
recently discussed the endocrine element in arthritis, 
divided the condition into: (1) chronic infective 
arthritis which is curable by the removal of foci; 
(2) atrophic or rheumatoid arthritis occurring in the 
slender, “carnivorous” type of person described by 
Goldthwaite and Bryant and often associated with 
hyperthyroidism; and (3) osteo-arthritis attacking 


the “herbivorous” type of person and associated 
with evidence of hypothyroidism. 

In a large percentage of cases oral sepsis is the 
responsible factor. Rolleston believes that intestinal 
auto-intoxication is normally kept from causing 
arthritic disturbances by the antitoxic action of the 
liver. The Poncet and Leriche conceptions have re- 
ceived little recognition. Many agree with Byfield 
that Poncet’s disease is merely chronic arthritis in 
a person with tuberculosis. Rheumatoid arthritis 
may be caused by skin infection producing boils. 

The development of rheumatoid arthritis is de- 
pendent upon both the local condition of the joint 
and the nature of the infective agent. In some cases 
foci may be present for pene without causing the 
condition. 

The primary focus may be difficult to find, being 
obscured by secondary foci. Anaphylaxis stimulated 
by showers of toxins is suggested. Streptococci 
appear to be more often responsible than staphylo- 
cocci. 

The treatment is primarily preventive, namely, 
hygiene of the mouth and other sites of focal infec- 
tion. Vaccine therapy is often combined with and, 
is said to be helped by, diathermy and ultraviolet 
radiation. Dietetic measures with restriction of car- 
bohydrates are often beneficial. The prevention of 
deformity is of importance. 

ACKLAND states that pyorrhoeal pockets never 
drain entirely and that even a healthy gastric juice 
may not destroy the toxin. In cases of arthritis all 
crowns, bridges, and dead teeth are to be con- 
demned, whether the X-ray shows trouble from them 
or not. 

Warernouse believes that in spite of the more 
careful eradication of septic foci during the past 
quarter of a century the incidence of arthritis has 
increased. ‘The percentage of cases in which recovery 
results is small. ‘Treatment by hydrological meas- 
ures is an attempt to combat any existing infection, 
to promote the elimination of toxins, to restore tone 
to the nervous system, and to improve the nutrition 
of the joints and muscles. 

Oscoop draws attention to Pemberton’s war cases. 
In this series recovery resulted more frequently and 
more quickly when the treatment consisted of a 
general and dietary régime without removal of foci 
than when the foci were removed. Osgood empha- 
sizes the possibility of allergy. Allergic reactions 
have been produced with many different types of 
bacteria. It is at least logical to assume that tissue | 
may be injured by the mechanism of chronic infec- 
tion followed by the mechanism of allergy. 

Jones confines his remarks to the prevention and 
correction of deformity. He urges placing the limbs 
in a position of physiological rest until the acute 
stage has passed. After the acute stage gentle mo- 
tion may be beneficial. The motion, a single one 
through the largest possible arc, should be made 
only once or twice daily. Pain should be avoided. 
When painful effusions and villous membranes are 
diagnosed complete synovectomies are sometimes 
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necessary. When there is a residual limitation of 
motion, osteotomies may be necessary to bring the 
motion to a useful range. 

Munro gives a blood-count table made from the 
findings in thirty-two cases of infective arthritis and 
139 cases of rheumatoid arthritis. The infective 
cases in general showed a higher leucocytosis. In 
the majority of cases gram-positive cocci are re- 
sponsible. 

FISHER suggests the following classification: 

Group 1. Chronic arthritis of the chondro-osseous 
type (osteo-arthritis). In this condition there is first 
a degeneration in the central area of the cartilage 
and later proliferation of the lateral part. 

Group 2. Chronic arthritis of the mixed type. In 
this condition the synovial membrane and the articu- 
lar surface are involved simultaneously. 

Group 3. Chronic arthritis of the synovial type. 

Wittcox believes that arthritis is of infective 
origin. Rheumatoid arthritis he regards as the joint 
manifestation of a chronic toxemia rather than a 
disease per se. The toxemia is usually due to infec- 
tion by a streptococcus of mild virulence. Willcox 
outlines local and general treatment. His experi- 
ence with protein-shock therapy has been disap- 
pointing. He states that autogenous vaccines should 
be used only after the removal of the focus. 

CaAwaplIAs reports that in his studies of the sul- 
phur metabolism he found that persons with arthritis 
have lost the power to retain sulphur in much the 
same way as persons with diabetes have lost the 
power to retain sugar. Ropert V. Funsren, M.D, 


Barrow, J. V., and Armstrong, E. L.: Intestinal 
Protozoa and Chronic Diseases, with Especial 
Reference to Chronic Arthritis. J. Jowa State 
M. Soc., 1925, XV, 553- 

Protozoal infections are widespread, not being 
restricted to warm countries as is generally believed. 
The common symptoms are of a toxic character. 
Chronic arthritis, neuritis, iritis, malnutrition, endo- 
crine dysfunction, and mental and nervous dis- 
orders may often be due to this type of infection. 
The eradication of the infection is slow and uncer- 
tain, requiring persistent effort on the part of both 
the physician and the patient. The most effective 
drug is emetin. In giardia and possibly in amoeba 
infections, arsphenamine may be of value. 

The authors briefly report twelve cases in which 
very encouraging results were obtained. 

FREMONT A. CHANDLER, M.D. 


Bankart, A. S. B.: Remarks on the Physiology of 
Muscular Action. Lancet, 1925, ccix, 906. 


Skeletal muscles exhibit, two types of activity— 
one, which is phasic, quick, transient, and concerned 
with movement, and the other which is tonic and 
concerned with the maintenance of posture. 

Muscle acts by alteration of shape in response to 
nervous impulse. A change of surface tension is 
brought about by electrochemical means. The mus- 
cle fiber undergoes no change of volume, Contrac- 
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tion and relaxation are both active processes accom- 
panied by a great expenditure of chemical energy. 

Except for a normal automatic action, both 
smooth and striated muscle are stimulated only by 
nervous impulses. The response of muscle is all or 
none, the strength of the contractions being depend- 
ent upon the number of muscle fibers acting rather 
than the degree of stimulation, and upon the extent 
of the impulse rather than its force. In a given mus- 
cle the strength of the contraction is an expression 
of the number of nervous impulses. In most in- 
stances muscular weakness indicates a decrease in 
nervous impulse rather than a change in the muscle. 
The fact is not generally recognized that the basis of 
so-called remedial gymnastics and re-education is 
neurology. 

The action of so-called opposing muscles is that of 
cooperation and is dependent upon reciprocal in- 
nervation. Paralysis of reciprocal innervation results 
in spasticity. 

The variation in the response of smooth and stri- 
ated muscle is probably due to the difference in the 
viscosity of the cell substance. 

The postural activity of muscle is prevention of 
motion and is manifested by adaptive reactions of 
shortening and lengthening with maintenance of the 
same tension (plastic tone of Sherrington). There is 
scarcely any increase in metabolism. Postural tone 
may be maintained almost indefinitely. In the living 
cell this property must be attributed to some change 
in the physical characters of the cell substance. 

From the physiological point of view, movement 
may be regarded as the result of changes in surface 
tension, and posture as the result of changes in the 
molecular arrangement of the cell substance. Be- 
cause of the close co-ordination between movement 
and posture in the higher animals, any anatomical 
separation of these functions would be a disadvan- 
tage. In extensive clinical application in spastic 
conditions, the operation of sympathetic ramisection 
which is based on the conception of double innerva- 
tion of muscle emphasized by Hunter and Royle has 
not given any decisive results. 

The postural activity of muscle is a reflex arising 
from the muscle itself and resulting from the stimu- 
lation of stretching. Normally, postural activity is 
found only in the antigravity muscles and is con- 
trolled by a center in the midbrain and influenced by 
the labyrinths, cerebellum, and cerebral cortex. 

Postural deformities, which are the result of a lack of 
normal postural activity of muscles, must be treated, 
first, by correction of the deformity, and second, by 
re-education of the postural reflex. The latter is 
accomplished best by means of exercises which em- 
phasize the maintenance of different positions rather 
than those emphasizing rapid movements. 

In most of the ordinary muscle actions posture 
and movement are associated. It has been shown 
that the simple stretch or myotatic reflex consists of 
two parts, a short phasic reaction and a longer and 
less powerful tonic reaction. 

Fremont A, CHANDLER, M.D. 
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Vorkastner, W.: Epidemic Infantile Paralysis; Its 
Control and the Cure or Amelioration of Its 
Sequelz (Die epidemische Kinderlaehmung, ihre 
Bekaempfung und die Beseitigung bzw. Milderung 
ihrer Folgezustaende). Wuerzb. Abhandl. a. d. 
Gesamtgeb. d. prakt. Med., 1925, ii, 17. 


Following a brief review of the history of epidemic 
infantile paralysis the author discusses the etiology 
and epidemiology of the condition. Its infectious 
nature has been proved by its successful transmission 
to monkeys by intraperitoneal, intracerebral, intra- 
spinal, and intraneural inoculation. The results of 
subcutaneous and intravenous inoculations, how- 
ever, have been uncertain. The exact nature of the 
virus of Flexner and Noguchi which, in its filtrability 
and its resistance to cold and to glycerin, resembles 
the viruses of rabies, variola, and encephalitis lethar- 
gica, is yet to be determined. The mucous mem- 
branes and lymphatics of the mouth, throat, and 
intestines are apparently the portals of entry of the 
bacteria as well as of their excretion. The infection 
is spread by way of the lymph passages along the 
nerve sheaths. 

Also proving the contagious character of the con- 
dition is its tendency to occur in groups of persons, to 
spread from a focus, and to follow trade routes. Its 
transference from one person to another, however, 
is often masked by healthy intermediaries. It occurs 
most frequently between the first and third years of 
life, in rural districts, and in the summer, particu- 
larly the month of August. 

Histologically there is a progressive infiltration of 
the pia, especially the lumbar portion, along the 
vessels into the cord (anterior horns, the rest of the 
gray matter and columns, the bulb, the cerebrum, 
and the cerebellum) by lymphocytes and plasma 
cells (tigrolysis, disappearance of the nucleus, death 
of the cell). Parallel with this are neuronophagic 
processes. 

In the incubation period, which averages from 
five to ten days in length, there is a slight loss of 
strength. The onset of the active stage of the disease 
is manifested by crying, irritability, and fever. The 
fever usually falls when the paralysis develops. In 
the initial stage, affections of the throat, respiratory 
passages, or intestinal tract are frequent. Very often 
there is generalized pain in the limbs which resem- 
bles that of articular rheumatism. When the paral- 
ysis is reported as beginning suddenly without the 
earlier symptoms, observation has been faulty; the 
earlier symptoms are frequently very slight. 

Wickmann gives the various clinical varieties of 
the condition as: (1) the abortive form, with only 
general symptoms and without involvement of the 
nervous system; (2) Landry’s paralysis, in which 
death results from respiratory paralysis; (3) the bul- 
bar form, with paralysis of the cranial nerves; (4) 
the ataxic form (cerebellar ataxia); (5) the cerebral 
form, with choreic or athetotic movements and 
spastic paralysis suggesting a relationship with 
cerebral infantile paralysis; and (6) the polyneuritic 
form, characterized by severe pain but without dis- 


turbances of sensation and so far as is yet known 
without the pathological anatomical basis. 

No important progress has been made in the 
diagnosis. Sporadic cases are recognized only from 
the nervous symptoms (pain, rigidity of the neck, 
and opisthotonus) or are not recognized until the 
paralysis begins. The paralysis is to be differentiated 
from postdiphtheritic paralysis by the interval of 
several weeks which usually intervenes between the 
former and the suspicious sore throat preceding it. 
In abortive cases one should look for nervous symp- 
toms, very slight paresis, and loss of the patellar re- 
flexes. It is often very difficult to rule out tubercu- 
lous meningitis since the latter also may show lym- 
phocytosis, an increased globulin content, and a 
deposit of fibrin coagulum in the clear spinal fluid. 
Encephalitis lethargica runs a much slower course 
and presents pronounced lenticulostriate symptoms. 

The mortality of poliomyelitis is reported as be- 
tween 13 and 15 per cent. Complete recovery results 
in from 5 to 40 per cent of the cases. The fact that 
the serum of cured sporadic cases neutralizes the 
toxin of endemic cases suggests that these are two 
distinct forms of the condition, but this assumption 
is not justified. 

Attempts at immunization have not been success- 
ful. Since the virus is secreted through the mucous 
membrane of the respiratory passages and the 
alimentary tract, it is advisable to treat this mem- 
brane with peroxide of hydrogen, pyocyanase, and 
calomel. ‘The use of urotropine and the induction of 
active hyperemia of the spinal cord by means of 
mustard plasters or cupping glasses are also to be 
considered. Most important is the prevention of the 
disease by the quarantine of the sick, suspected 
cases, and attendants, continuous bedside disinfec- 
tion, terminal disinfection as in other contagious 
diseases, and the distribution of notices during epi- 
demics. 

Brief mention is made of the progress of orthopedic 
surgery in the prevention of contractures and the 
cure of the sequel of the paralysis. Attention is 
called also to the importance of public provision for 
the victims of infantile paralysis who constitute 23 
per cent of all cripples. Stevers (Z). 


Carnett, J. B.: The Calcareous Deposits of So- 
Called Calcifying Subacromial Bursitis. Surg., 
Gynec. & Obst., 1925, xli, 404. 

This article is based on nineteen cases of calcifying 
subacromial bursitis which were operated upon and 
twenty-five cases which were not operated upon. 

Calcareous deposits in the subacromial bursa 
have been observed only in the past eighteen years. 
Codman did not mention them in his classical paper 
of 1906. Painter in 1907 was the first to report 
roentgenogram shadows of such deposits, but 
thought them due to thickening of the bursa. In 
the same year Baer reported two similar cases. 

Careful observation has shown that the deposits 
are usually extrabursal. ‘The subacromial bursa is a 
continuation of the subdeltoid bursa. 
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The symptoms of calcareous deposits are pain and 
fixation of the shoulder. ‘The pain radiates down to 
the lower half of the deltoid muscle or from the neck 
to the hand. It may be as acute as that of renal or 
biliary colic, requiring the administration of opiates. 
Abduction of the arm gives some relief. On partial 
subsidence of the pain the patient is inclined to go 
back to work, but if he is allowed to work too soon 
the pain will recur. 

Shoulder motion is limited chiefly in abduction 
and internal rotation. Muscular atrophy may result 
from disuse. In some cases the pain on motion is 
felt in certain arcs, usually between 75 and go de- 
grees. In other cases there is no pain on motion if 
the humerus is held in external rotation. The point 
of tenderness on palpation is practically always just 
beneath the acromial process on the anterior or 
anterolateral aspect of the arm. A small area of 
tenderness helps to differentiate this condition from 
arthritis of the shoulder. 

At operation the incision is made from the acro- 
mial process downward 2 or 3 in. toward the deltoid 
insertion and across the greater tuberosity. The 
deltoid fibers are split to expose the roof of the 
acromial bursa. ‘The bursal sac is then carefully 
opened and explored with a curved hamostat or the 
finger, aided by manipulation of the arm. In some 
of the author’s cases the breaking up of adhesions 
was necessary. The deposit can be seen on the floor 
of the bursa as a grayish substance. ‘The bursal 
floor is incised and the deposit removed with a 
curette. In the more recent cases the bursal sac has 
not been sutured but has been drained for twenty- 
four hours with a rubber tube. 

After the operation motion is encouraged from the 
first day, and on the fourth day the patient begins 
active abduction by creeping up a wall with the 
hand. 

In all of the author’s acute cases the pain was re- 
lieved at once by the operation. In chronic cases it 
ceased after from one to several weeks. In many 
instances, baking, massage, and vigorous passive 
motion were necessary. In chronic cases it seems 
that the postoperative pain ceases more quickly 
under forced exercise than under rest 

With regard to the etiology the author states that 
it seems to be agreed that injury to the supraspinatus 
tendon is a factor in the production of calcareous 
deposits. When a history of trauma is not obtain- 
able, it is thought that repeated strains are re- 
sponsible. When once a small deposit is formed, 
additional slight trauma tends to increase it. 

To demonstrate the deposits in the roentgenogram 
the ray should be directed from above downward and 
from within outward in order to strike the clear space 
between the acromion and the head of the humerus. 
The humerus should be in external rotation. 

It seems that the bursa itself is not injured in 
these cases, only the tendon being involved by the 
inflammation. This is indicated by the fact that 
the deposits are always upon or beneath the floor of 
the bursa and never in its roof. 


In the mobilization of the shoulder care must be 
taken not to use excessive force. Manipulation by 
the Jones method is effective in most cases. When it 
is not successful, partial restoration should be done 
at operation and an attempt made to obtain full 
motion later by exercises and other physiothera- 
peutic measures. Massage and passive motion 
should be employed judiciously. 

A, Crark, M.D. 


Turner, H., and Tchirkin, N.: Spondylolisthesis. 
J. Bone & Joint Surg., 1925, vii, 763. 


Spondylolisthesis, slipping of the vertebra, occurs 
more frequently than has hitherto been supposed. 
Many such cases have been erroneously diagnosed 
as traumatic or tuberculous spondylitis. 

Numerous theories have been advanced as to the 
etiology. The most tenable theory is that of Neuge- 
bauer which attributes the condition to imperfect 
ossification of the fifth lumbar vertebra, an inter- 
articular spondyloschisis. The slipping occurs only 
in the anterior part of the fifth lumbar vertebra, 
there being no real unlocking of the interarticular 
joints. Chiari also inclines toward the theory of 
defective ossification. Putti has demonstrated that 
the lower part of the spinal canal, being the latest 
to ossify, is very often the site of morphological 
abnormalities and developmental failures. Strasser’s 
theory that the causative factor of spondylolisthesis 
is primary arthritis of the lumbosacral articulation, 
and Lane’s theory that it is pressure or a static 
deformity of the normal vertebra resulting from 
prolonged physiological strain have been proved 
untenable. 

The slipping forward of the anterior part of the 
fifth lumbar vertebra is associated with a sagittal 
elongation of the vertebra and an increase in the 
diameter of the neural arch. ‘The spinous process of 
the vertebra is tilted upward and forward. 

The clinical picture was first described by obste- 
tricians. The condition is found more frequently in 
females than in males. Generally after a single or 
repeated trauma, but sometimes without previous 
injury, a curvature of the spine develops gradually, 
accompanied by pain referred to the lumbar region 
and radiating into both lower extremities. ‘The 
characteristic profile view of the patient shows an 
apparent shortening of the trunk, a transverse fur- 
row encircling the trunk across the loins, and a defi- 
nite hollow in the lumbar region. The hollow is an 
angulation instead of an exaggerated lumbar curve. 
It is felt just above the first spinous process of the 
sacrum. The postero-superior angle is easily felt, 
and the space between this and the spinous process 
of the last lumbar vertebra, which is tilted upward 
and forward, is increased. Vaginal examination re- 
veals a diminution of the anteroposterior diameter. 
Some of those studying the condition regard a wad- 
dling gait with widely spread legs as an important 
sign. 

TCHIRKIN believes that a compensatory promi- 
nence of the first lumbar vertebra, a slight kyphosis, 
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is pathognomonic. With practice, the protruding 
body of the fifth lumbar vertebra partly overhang- 
ing the promontory of the sacrum can be palpated 
abdominally after emptying of the bowels by enem- 
ata and purgatives. In some cases, because of the 
natural accommodating defensive mechanism of the 
vertebral column, the defect may not produce any 
pathological signs or symptoms of functional dis- 
order of the spine. 

In conclusion the authors state that it is doubtful 
whether operative measures can aid conservative 
treatment in alleviating the symptoms and arresting 
the progress of the condition. 

Dante H. Levintaat, M.D. 


Sevier, C. E.: Heliotherapy, with Especial Refer- 
ence to Spinal Tuberculosis. J. Am. M. Ass., 
1925, Ixxxv, 791. 


The author calls attention to the fact that extra- 
pulmonary tuberculosis is a general disease with 
local manifestations. Therefore treatment to im- 
prove the general health is imperative. 

Rollier heliotherapy includes not only exposure to 
the sun’s rays but also fresh air, nutritious food, rest, 
prolonged immobilization, and the correction of any 
deformity that may be present. 

The exposure of the body to the sunlight must be 
gradual, and the amount of exposure must be deter- 
mined according to the requirements of the par- 
ticular case. ELvEN J. BerkuetseR, M.D. 


Adams, J. D., and Leonard, R. D.: A Developmen- 
tal Anomaly of the Patella Frequently Diag- 
nosed as Fracture. Surg., Gynec. & Obst., 1925, 
xli, 601. 


Adams and Leonard report three cases of devel- 
opmental anomaly of the patella in which a diagnosis 
of fracture was made. 

In the cases reported in the literature and the 
authors’ cases the anomaly was constant in its X-ray 
appearance. The portion of the patella involved is 
always the outer and upper quadrant. This may 
consist of one or two separate fragments. The gen- 
eral contour of the patella is not distorted. The 
borders of the fragment are of cortical bone and its 
body of the same structure as the patella. Between 
the fragments there is a definite space. In the great 
majority of cases the anomaly is bilateral. A similar 
anomaly has been found in one of the sesamoid 
bones, beneath the head of the first metatarsal. 

In the differential diagnosis between the anomaly 
described and fracture the difference in the outline 
of the fragments must be borne in mind. In the 
anomaly the outline is smooth and is formed, as 
stated, by cortical bone, while in a fracture the edge 
is serrated. Fractures seldom occur in the upper 
and outer quadrant and have a different clinical 
history. The anomaly is usually bilateral, while 
fracture is more commonly unilateral. ‘The differ- 
ential diagnosis may be made from a roentgenogram. 

The authors conclude that anomalies of the patella 
are more common than is generally supposed. Of a 


series of sixty-tliree cases diagnosed as fractures of 
the patella in the course of a year, 3 per cent were 
found to be cases of congenital anomaly. 
The article is illustrated with five cuts. 
Joun W. Powers, M.D. 


McCafferty, L. K., and McCarthy, C. L.: X-Ray 
Treatment of Callosities and Verruca Plantaris. 
J. Bone & Joint Surg., 1925, vii, 883. 

The authors report upon twenty-seven cases of 
callus in which a cure was obtained by X-ray treat- 
ment in 85 per cent and twelve cases in which a cure 
was obtained in 91 per cent. 

In cases of callus, the callus is trimmed as thinly 
as possible before the radiation and carefully shielded 
with lead foil to protect the surrounding normal 
skin. The initial exposure is 1% skin units, unfil- 
tered. The second and third X-ray treatments are 
given at intervals of thirty days unless there is some 
contra-indication. The dose is usually the same, but 
may be diminished or increased on indication. In 
some cases as many as four treatments have been 
necessary. Proper orthopedic measures are taken to 
eliminate the causative factor. 

In the treatment of verruce the contiguous skin is 
carefully shielded with lead foil and an initial dose of 
14 skin units, unfiltered, is given. This dose is then 
repeated at intervals of one month. At the end of 
two months it is often possible to lift the wart out of 
its bed. If it is associated with callus, further treat- 
ments may be necessary. 

Similar results may be obtained with radium in 
these cases. Cuester C, ScHNEWER, M.D. 
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Albee, F. H.: Reconstruction and Plastic Opera- 
tions on the Hip. J. Am. M. Ass., 1925, |xxxv 
1345. 

The development of bone transplantation has 
extended the field of joint surgery to include the hip 
joint. Up to the beginning of the last decade opera- 
tions on the hip were generally avoided, and it was 
not until the Smith-Petersen approach to the hip 
was adopted that any progress was made in hip 
surgery. Since then, operations have been devised 
for elimination or producing mobility of the hip. 

Restoration of mobility is desirable in fractures of 
the neck of the femur, old arthroplasties with dis- 
location, and congenital and acquired dislocation of 
the hip. 

In fractures of the femoral neck the author is now 
performing the reconstruction operation more fre- 
quently than the bone-peg operation. The former is 
applicable especially to cases of non-union with 
marked instability of the hip and cases, such as those 
of old persons, in which it is desirable to shorten the 
period of convalescence. It gives a good range of 
motion and an early return of function. 

The joint is opened by the Smith-Petersen ap- 
proach, the capsule incised, the detached head 
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removed from the acetabulum, the proximal end of 
the neck rounded, and the greater trochanter frac- 
tured from the shaft. The proximal end of the femur 
is then placed in the acetabulum and the thigh ab- 
ducted. Abduction of the thigh separates the tro- 
chanter from the femoral shaft and allows the forma- 
tion of a good muscle lever when union between 
these fragments is complete. After the operation a 
long spica is worn for six weeks and at the end of 
that time weight-bearing is encouraged. 

In old congenital dislocations excess trauma of 
the head should be avoided. In many such cases 
the construction of a new acetabulum should be 
undertaken instead of replacement of the dislocated 
femoral head. 

Arthrodesis of the hip is being used in the treat- 
ment of numerous conditions. ‘The author describes 
a technique in which, in addition to the removal of 
the cartilage from the joint surfaces, a large graft 
from the ilium is bridged across to the trochanter 
and the femoral neck. In cases of subacute tubercu- 
losis of the hip, extracapsular tibial grafts are em- 
ployed to produce firm union between the ilium and 
femur. Fremont A, CuaNnvLer, M.D. 


Hibbs, R. A., and Von Lackum, H. L.: The Treat- 
ment of Knee-Joint Tuberculosis. J. Am. M. 
Ass., 1925, Ixxxv, 1289. 

The authors review the end-results in seventy- 
seven cases of tuberculosis of the knee which were 
treated in the country branch of the New York 
Orthopedic Dispensary and Hospital in the period 
from July, 1904, to July, 921. The average duration 
of the condition before the patient’s admission to the 
hospital was over three years. In many of the cases 
the diagnosis had been incorrect and the joint had 
been subjected to various types of treatment. 

In the estimation of the end-result, the disease 
was considered clinically cured when all muscle 
spasm or symptoms of active disease had disap- 
peared. Most of the patients were kept in the hos- 
pital for about a year after the joint had become 
quiescent. In fifty-one cases the condition was qui- 
escent at the time the patient was discharged from 
the hospital or became quiescent shortly thereafter. 
The ages of the patients ranged from 9 months to 14 
years. ‘The average age at the time the infection 
began was 4 years. 

There was no evidence that trauma other than that 
of normal activity had any relation to the causation 
of the disease or its severity. 

In the fifty-one cases regarded as clinically cured 
an average of six and one-half years was required to 
obtain the cure. In sixteen of these cases the condi- 
tion recurred after from nine months to ten years. 
Of the thirty-five cases in which it remained in- 
active, three show a bony ankylosis and two a fibrous 
ankylosis. In twenty cases the range of motion is 
between 1o and too degrees. Flexion deformity, 
knock knee, and subluxation were frequent. 

Of sixteen cases treated by a fusion operation 
none has shown any evidence of a relapse since that 


time. Firm bony union was obtained after an aver- 
age of seven months. 

The authors draw the following conclusions: 

A positive diagnosis can be made only by aspira- 
tion and guinea-pig inoculation or exploratory 
operation. 

It is doubtful whether any tuberculous knee can 
be cured with mobility. 

A conservative course of treatment is early fusion 
by operation. ‘This may be done as early as the sixth 
year without disturbing the growth of the leg. 

Fremont A. CHANDLER, M.D. 


FRACTURES AND DISLOCATIONS 


Yates, J. L., and Stevens, G. W.: Active Motion in 
the Treatment of Fractures. Ann. Surg., 1925, 
Ixxxii, 617. 

The absence of pain in cases of fracture is a sufli- 
cient indication for the resumption of active move- 
ment. In some cases this should be supplemented by 
support. The support should be such as will inter- 
fere as little as possible with the resumption of 
natural activity. Fixation should be employed only 
to the extent necessary to obtain or insure support. 
The chief aim of treatment should be the restoration 
of function rather than anatomical perfection, even 
when the latter can be obtained by additional effort. 
The authors’ slogan is, “Treat the patient—not the 
fracture complicated by the patient.” The article 
contains a number of case reports and roentgeno- 
grams. Joun W. Powers, M.D. 


Hey Groves, E. W.: An Address on Ununited Frac- 
tures. Lancet, 1925, ccix, 735. 


Non-union may be due to mechanical or vascular 
causes or to disease. Mechanical causes include a 
gap between the bone ends, unrestricted mobility, 
the interposition of soft parts, and the presence of 
foreign bodies. Vascular causes include sepsis which 
destroys the vital elements of the bone, sclerosis, 
atrophy, and fibrous cartilage covering the bone 
ends. Diseases causing non-union are infections and 
new-growths such as fibrocystic disease, myeloma, 
sarcoma, and carcinoma. 

Cases of ununited fractures may be grouped as 
cases of delayed union and cases of non-union. De- 
layed union may be due to mere cellular inactivity or 
the absence of callus and the absence or scarcity of 
fibrous tissue. Cases of non-union may be divided 
into the following three groups: 

1. Fibrous union: fibrous tissue or fibrocartilage 
between and connecting the bone ends. 

2. Pseudarthrosis: bone ends eburnated and 
covered with fibrocartilage; a joint cavity with cap- 
sule and synovial fluid between the ends of the 
bones. 

3. Gap fracture: a piece of bone lost and the 
bone ends held apart by the companion bone. The 
bone is usually thin and atrophic. 

In all doubtful cases in which not more than six 
months has elapsed since the fracture it is worth 
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while to try non-operative methods for a period of 
three months. These should consist in voluntary 
movements with protection of the fracture by 
splints, passive congestion with massage, and the 
injection of blood or blood products into and 
around the fracture. 

Operative treatment must be guided by a con- 
sideration of the patient’s age, health, and tempera- 
ment, the amount of disability with and without a 
suitable splint, the presence of sepsis, deformity, and 
other lesions, particularly lesions of joints, nerves, 
and blood vessels, the relation of the bone ends to 
one another, and the condition of the bone ends. 
The author discusses various methods of promoting 
bony union. 

Causes of failure of operative treatment are inade- 
quate contact of the bone ends; inadequate fixation 
of the fracture by reconstructive operation, grafting, 
or splinting; inadequate grafting due to the use of a 
graft that is too small or without contact or is not 
fixed to the host bone; inadequate splinting after 
operation; and excessive tension. 

Fremont A. CHanpier, M.D. 


Thomas, T. T.: Recurrent Dislocation of the 
Shoulder. J. Am. M. Ass., 1925, |xxxv, 1202. 


Normal abduction of the shoulder is limited by the 
axillary portion of the joint capsule. The cause of 
anterior dislocation is forcible hyperabduction pro- 
ducing a tear through which the humeral head pro- 
trudes into the axilla. If abduction of the arm 
occurs before cicatricial healing is complete, the scar 
stretches or a new tear occurs. A new dislocation 
then results from less force than was necessary to 
produce the original dislocation. When the disloca- 
tion occurs repeatedly the capsule is prevented from 
contracting to its normal length. 

Assuming that recurring dislocation of the shoul- 
der is due to a hernial pouch of the axillary portion 
of the capsule, Turner believes that, for a radical 
cure, this pouch must be removed. He states that 
the operation of passing a flap of the deltoid muscle 
under the head and neck of the humerus close to the 
axillary portion of the capsule is effective, not be- 
cause of the support it gives the humeral head, but 
because of cicatricial contraction of the axillary 
portion of the capsule. 

Thomas emphasizes the fact that if a dislocation 
occurs in a non-epileptic patient after operation it is 
not necessary to perform a second operation be- 
cause, if the arm is held in the Velpeau position 
for four or five weeks, the capsule will be greatly 
strengthened by the new cicatricial tissue develop- 
ing at the site of the new tear. 

Thomas has operated upon fifty-seven shoulders— 
thirty-nine in non-epileptic patients and eighteen in 
epileptic patients. In all except one of the non- 
epileptic cases—the one exception being a very early 
case—a single capsulorrhaphy was done. In twenty- 
two of these cases there has been no dislocation since 
the operation. The first patient was operated on 
seventeen years ago and the last one six months ago. 


In seven cases dislocation has occurred once since 
the operation, and in one case twice. In two cases 
the operation failed. 

In ten of the eighteen epileptic cases there was no 
recurrence of the dislocation after a single capsulor- 
rhaphy. In two cases it recurred after two capsulor- 
rhaphies. Joun W. Powers, M.D. 


Wuelfing, M.: Fixation of the Head of the Humerus 
in Habitual Dislocation of the Shoulder (Zur 
Fesselung des Oberarmkopfes bei habitueller Schul- 
terluxation). Zentralbl. f. Chir., 1925, lii, 1244. 

In the method of fastening the head of the hu- 
merus, which was originated by Joseph, the joint 
capsule is split, a strip of fascia lata is drawn through 
a hole bored in the head of the humerus, the ends of 
the fascial strip are sutured together into a band, 
and the strip is then fastened to the periosteum of the 
acromion or drawn through a canal bored through 
the acromion. This procedure, which was modified 
in various ways by Joseph, von Schmieden, Loeffler, 
Kirschner, and others, gives good results. 

The author reports his findings in five of six cases 
operated upon by the method described in the last 
few years. One patient could not be traced. Of the 
five others, three showed perfect results, one a 
moderately good result, and one a poor result. The 
objection that the opening of the joint increases 
the danger of infection is contradicted by the fact 
that in all of the cases primary healing occurred. 
Resorption of the freely transplanted fascial strip, 
which was feared by Schmieden, did not occur in a 
single instance. In Wuelfing’s opinion, the danger of 
arthritis deformans, which has been attributed to the 
procedure. does not exist. ‘The Joseph method is 
therefore to be recommended for further use. 

Hirscu (Z). 


Dickson, F. D.: The Davis Method for the Reduc- 
tion of Congenital Dislocation of the Hip. J. 
Bone & Joint Surg., 1925, vii, 873. 

Dickson urges the wider use of the Davis method 
for the reduction of congenitally dislocated hips and 
reports twenty cases treated by this method with 
good results in 85.7 per cent. He believes that the 
Davis method is as effective as any of the generally 
accepted procedures and that it is associated with 
less danger of producing a fracture of the femur than 
most of the circumduction methods. The trauma 
to the soft parts is minimal. The sooner after the 
second year of age the hip is reduced the better the 
results. After the age of 7 years the closed reduction 
is difficult and the outcome usually unsatisfactory. 

The steps in the Davis procedure are as follows: 

1. The child under anaesthesia is placed in a 
prone position on a well-padded table. The dis- 
located hip is acutely flexed with the knee bent until 
the knee lies against the side of the chest in a posi- 
tion of acute axillary flexion. This brings the head 
from a high position on the dorsum of the ilium to a 
low position. With the knee held firmly against the 
side of the chest, downward thrusts are made on the 
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trochanter with the heel of the hand. This stretches 
the adductors. As the adductors stretch, the peri- 
neum, which is elevated when the thigh is flexed, 
approaches the table, and when all possible has been 
gained in this way, the doubled-up fist of an assist- 
ant is placed under the knee, the perineum being 
thus raised sufficiently to permit further stretching. 
As the stretching proceeds the head slips from the 
posterior plane of the pelvis onto the anterior plane. 
This is best determined by feeling the head slip 
forward, noting when the knee lies definitely dorsal 
to the plane of the hip joint, and feeling the forward 
movement of the head with the fingers of the un- 
engaged hand placed in the groin. 

2. With the head on the anterior plane, the hip is 
gradually brought from the position of acute flexion 
to a position of right angle flexion by a “pump 
handle” movement, firm pressure being maintained 
on the trochanter with the heel of the hand while 
this maneuver is carried out. As the thigh ap- 
proaches a right angle position, the head slips up- 
ward into the acetabulum. ‘The hip is then placed 
in plaster of Paris in the right angle position or as 
near this position as the stability of the reduction 
will permit. 

The after-treatment is carried out according to 
the method of Denuce. The original plaster dressing 
is allowed to remain on for six months if possible. 
At the end of six months a bivalve plaster dressing is 
applied. This is removed each day for exercises— 
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flexion and extension of the hip in the abducted 
position. After a month of such exercises the child is 
allowed to go without the plaster-of-Paris dressing 
during the.day, but the cast is re-applied at night. 
Weight is not borne on the leg for another month. 
At the end of that time the cast is discarded. 
CueEsTER C. SCHNEIDER, M.D. 


Cole, W. H.: Compensatory Lengthening of the 
Femur in Children After Fracture. Ann. Surg., 
1925, Ixxxii, 609. 

On the basis of thirty-one cases previously re- 
ported and fifteen new cases ‘the author reiterates 
the conclusion drawn by himself that fracture of the 
femur in children is usually followed by compensa- 
tory lengthening. This lengthening is most apparent 
during the first year, but continues up to two years. 
It occurs not only in the femur, but also in the tibia. 
It may be determined by the usual method of ex- 
ternal measurement and by a method described in 
this article in which the X-ray is used. In the 
author’s opinion the latter is the more accurate of 
the two. 

Cole states that the treatment of choice for frac- 
tures of the femur in children is overhead traction. 
It is more important to obtain good alignment than 
to overcome all of the shortening. Operative reduc- 
tion is very rarely indicated. 

Four cases are reported. 


Joun W. Powers, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Wood, F. C.: Immunity in Cancer. J. Am. M. Ass., 
1925, Ixxxv, 1039. 

For years it has been noted that human sarcoma 
and carcinoma disappear spontaneously or after 
incomplete removal. This is true especially of 
tumors which resemble sarcoma but are difficult to 
differentiate from the infectious granulomata. The 
fact that some of these regressions were coincident 
with bacterial infection led to the use of Coley’s 
fluid, but this was found ineffectual against car- 
cinoma. 

It seems evident that the primary tumor cells are 
closely related to the tissues of the host and are 
neither more nor less susceptible to immunization 
than the tissues of the body. However, when scar- 
ring occurs about the neoplasm, regression follows 
and the return of the tumor may be delayed for a 
long time. This is most clearly evident in the slow 
recurrence of squamous-cell epithelioma about the 
face after a cure has been obtained with caustics. 
The low malignancy of tumors in old persons is due 
to the decrease in metabolic activity which occurs 
with age. 

Radiation therapy was at first believed to cause 
direct destruction of the tumor cells, but further in- 
vestigation seemed to show that the body itself 
must have a destructive action upon the cells that 
are not killed by the X-ray. The discovery that a 
regressing tumor is surrounded by an infiltration of 
lymphocytes suggested a relationship between these 
cells and the regression of the tumor. Experience 
has shown, however, that an increase in the lympho- 
cytes, both local and general, does not create an 
immunity to the tumor cells.. Experiments with 
irradiation therapy have proved to the author that 
irradiation plays no part in the destruction of the 
cancer, whether it is applied to the tumor or to the 
entire body. Experiments with irradiated tumor 
grafts seemed to show that the fate of a graft de- 
pends more upon vascularization than upon the 
effects of irradiation. As has been indicated, the 
growth of a tumor and the development of metas- 
tasis depend upon a favorable blood supply. 

The author is of the opinion that the capacity of 
the body to produce immunity against cancer has 
not been proved. A clinical cure produced by radium 
or the X-ray when living cancer cells remain in the 
lymph nodes indicates, not immunity, but a diminu- 
tion in the blood supply which prevents further de- 
velopment of the cells. The permanent cure of can- 
cer requires the destruction of all cells of the growth, 
as bodily immunity offers no assistance to therapy. 

J. Pickett, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Mills, H. W.: The Surgical Treatment of Echino- 
coccosis. Med. J. & Rec., 1925, cxxii, 407, 460. 


The treatment of echinococcosis is essentially 
surgical except in cases of parabronchial cysts in 
which expectant treatment is indicated. The type 
of operation depends upon the organ involved and 
whether the cyst is of the suppurating or non-sup- © 
purating type. 

Seventy-five per cent of hydatid cysts occur in the 
liver. In such cases the ideal procedure would be 
total extirpation, but this is possible only for 
pedunculated cysts. Hydatid cysts cannot be 
enucleated. The two procedures used in hydatid 
cysts of the liver are the following: 

1. The operation of Posados which consists in 
incision, the removal of the cyst contents and mem- 
brane, thorough drying of the cavity, excision of the 
redundant cyst wall, and tight closure without 
drainage. The suture line is attached to the abdom- 
inal wall. This treatment is sometimes used even in 
suppurative cases. 

2. Marsupialization and drainage. This is the 
accepted treatment for frankly suppurating and for 
large complicated cysts. Its disadvantages are that 
it is followed by a prolonged convalescence and is 
associated with suppuration and the danger of post- 
operative hernia. 

In the lungs, the incidence of hydatid cysts is 10 
per cent. The two varieties of pulmonary cysts are 
large cortical and small central cysts. The latter 
are usually non-surgical. The accepted procedure 
for cortical cysts is the Lamas-Prat-Mondino opera- 
tion which consists in costal resection under local 
anesthesia, tamponade with iodized gauze to pro- 
duce pleural adhesions, and ten days later, incision 
and drainage without anesthesia. After a few days 
the membranes are usually expelled. Formalin 
irrigation and gencral anesthesia are contra-indi- 
cated in cases of hydatid cysts of the lung. 

In the kidneys the incidence of hydatid cysts is 3.3 
per cent. The treatment is partial or total nephrec- 
tomy, depending upon the location of the cyst and 
the condition of the other kidney. 

In the brain the incidence of the cysts is 0.6 per 
cent in adults and 4.3 per cent in children. The 
two-stage operation is usually the best, viz., primary 
decompression and secondary removal of fluid and 
the — wall. The mortality in these cases is always 
high. 

In the spleen the incidence of hydatid cysts is 2.1 
per cent. ‘The relative merits of splenectomy and the 
closed method of treatment are still under discussion, 
but the majority of surgeons favor splenectomy. 
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Five and two- tenths per cent of hydatid cysts 
occur in the muscles and connective tissues. It is in 
these cases that excision en masse is the ideal treat- 
ment, but as this is not always practicable, mar- 
supialization and drainage have usually been 
adopted. 

In the peritoneal cavity, hydatid cysts are usually 
secondary to cysts in the liver and spleen. Multiple 
operations are necessary in this location, and the 
usual primary sources must be treated. 

Cysts in the pelvis are also secondary as a rule. In 
uncomplicated cases operation may be performed 
from above or below (through the vagina in women 
and through the perineum in men). ‘The treatments 
used include enucleation, decortication, marsupial- 
ization and drainage, and the closed method. ‘The 
closed method is best. Enucleation and decortica- 
tion are to be condemned. In cases of complicated 
cysts, drainage is practically always necessary. 

The incidence of hydatid cysts in the bones is 1 
per cent. The ideal procedure for bone cysts is ex- 
cision with bone grafting. In late cases, however, 
amputation may be necessary, while in early cases 
curettage may suffice. 

Cysts in other locations than those mentioned are 
treated on general surgical principles. The ideal 
operation is excision, but if this is impracticable, the 
closed method may be used in clean cases and 
marsupialization may be done in cases of complex 
cysts. Hydatid cysts have never been found in the 
testicle although they have occurred in every other 
organ of the body. Joun J. Maroney, M.D. 


Dew, H. R.: Daughter-Cyst Formation in Hydatid 
Disease: Some Observations on Its Causation 
and Effects. Med. J. Australia, 1925, ii, 497. 


In hydatid disease in the human being the uni- 
locular cyst must be regarded as the typical form. 
Such cysts may reach a size which far exceeds that 
seen even in old animals. Daughter cysts may form 
within the confines of the original mother cyst. In 
some cases the small cysts contain several smaller 
cysts or grand-daughter cysts. 

The reason for the formation of daughter cysts is 
still obscure. 

This article is an attempt to correlate a number of 
observations made by Dew during the past two years 
in a study of a large number of cysts removed at 
operation by his colleagues and himself at the Mel- 
bourne Hospital. 

Dew states that the phenomenon of daughter-cyst 
formation is not universal and not necessary bio- 
logically, being an atypical and more or less acci- 
dental development. 

The belief that there are two distinct parasites 
has been proved incorrect by a great deal of direct 
experimental work and pathological and clinical 
evidence. 

It has been suggested that daughter-cyst forma- 
tion is an expression of fecundity as shown by hy- 
datid cysts which have arrived at their full develop- 
ment. The true index of fecundity, however, must 


be the production of brood capsules and not such a 
phenomenon as the formation of daughter cysts in 
which brood capsules are often few. The age of the 
cyst alone does not necessarily determine daughter- 
cyst formation, as very large cysts of many years’ 
standing containing up to 10 liters of fluid have been 
recorded in which no daughter cysts were present 
although there were many brood capsules. 

According to another theory, daughter-cyst forma- 
tion is the result of some accident or interference 
with the original cyst. It is assumed that during the 
life of certain cysts various accidents may occur 
which cause interference with the nutrition and 
menace the vitality of the germinal membrane and 
the production of scolices. To combat this menace 
daughter-cyst formation may occur under certain 
conditions and must therefore be regarded as a pure- 
ly defensive action on the part of the parasite. This 
hypothesis alone explains all of the observed clini- 
cal, experimental, and pathological facts. The vari- 
ous disturbances or abnormal states which may 
bring about this development are the following: 

1. Mechanical trauma such as direct blows, 
muscle contractions, puncture with a trocar, or 
operative interference. 

2. Chemical trauma due to the entry of bile, 
urine, or similar secretions into the potential space 
between the cyst and the adventitious capsule or 
into the cyst itself. 

3. Infective processes due to bacterial invasion of 
the potential space between the cyst and the adventi- 
tious capsule as the result of a blood-borne infection 
or encroachment on a secreting channel. It is pos- 
sible also that the presence of suppuration in the 
neighboring tissues or a general toxemia in the host 
may lead to the passage of dialyzable products into 
the cyst. 

Hepatic, pulmonary, omental, abdominal, kid- 
ney, subcutaneous muscle, and heart cysts are 
discussed. 

The age of the cyst has an important bearing on 
the question of daughter-cyst production. The in- 
crease in size of the cyst with age leads to encroach- 
ment on natural channels and the longer a cyst has 
existed the greater the chance of other complications. 
Dew is convinced also that the formation of daugh- 
ter cysts is often brought about by growth from the 
cells of the original germinal membrane. Probably 
the older the cyst the thicker the adventitia and the 
more precarious the nutrition. These factors may be 
sufficient to induce reactive daughter-cyst formation, 
and no doubt the formation of daughter cysts in 
deeply placed cysts such as those of the spleen may 
have this etiology. It is a striking fact that cysts in 
children rarely contain daughter cysts. 

In the past, exploratory puncture followed by 
evacuation of as much of the fluid of the cyst as pos- 
sible was a recognized method of diagnosis and 
treatment. It was found, however, that the proce- 
dure was not only dangerous but did not always lead 
to the death of the parasite. Recurrence many 


years after tapping has often been reported. 
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For some years investigations of various sero- 
logical reactions have been carried out at the Walter 
and Eliza Hall Institute. The most important of 
these is the complement-fixation test. This depends 
upon the presence in the body fluids of a person 
suffering from hydatid disease of a specific antibody 
whose formation is induced by the absorption of a 
specific hydatid protein. In the presence of a spe- 
cific antigen this antibody combines with the com- 
plement and the latter then cannot be detected by a 
sensitized system consisting of red blood cells and 
specific hemolysis. The test is quantitative and 
probably gives a fair indication of the amount of 
antigen that has been recently absorbed. 

While correlating the results of serological tests 
with the pathological findings Dew was struck by 
the association of a high complement fixation with 
the presence of daughter cysts. Ofa series of twenty- 
four cases characterized by daughter-cyst formation 
a complement fixation was obtained in twenty-one. 
It was also found that while a definite proportion of 
simple cysts failed to give a reaction, any complica- 
tion such as rupture or operative interference in- 
variably raised the amount of complement fixed and 
in practically all of this type of case positive results 
were obtained. In the cases of children in whom 
daughter-cyst formation is very rare, it was noted 
that absence of a reaction was the rule. This asso- 
ciation of a high percentage of positive results with 
complement-fixation tests and the presence of daugh- 
ter cysts appeared so constantly that both were 
attributed to the same cause, that is, some inter- 
ference with the original cyst which led to increased 
absorption of antigen and in many cases stimulated 
the formation of daughter cysts. The exceptions to 
this rule were due no doubt to the lapse of sufficient 
time since the absorption of the antigen for its dis- 
appearance from the blood. The relationship be- 
tween daughter-cyst formation and the nature of the 
immunity reaction led to the investigation reported 
in this article. 

The observations recorded and a study of daugh- 
ter-cyst formation lead Dew to emphasize the fol- 
lowing points: 

1. The occurrence of daughter cysts in hydatid 
disease means that there has been some complication 
in the cyst. It follows that the pathology, the symp- 
toms, the subsequent history, and the methods of 
treatment will be modified. 

2. The prognosis in these cases is much more un- 
favorable and uncertain than that in cases of simple 
cysts. 

3. Hydatid germinal membrane has a remarkable 
persistence and power of growth. Simple puncture 
of a simple cyst not only cannot be relied upon to 
effect a cure, but may be followed by recurrence and 
a secondary sowing of cysts. 

4. All hydatid cysts should be operated upon as 
soon as they are diagnosed as they are potentially 
dangerous and the longer they are left the greater 
the chance of complications. In this connection it is 
well to bear in mind that the majority of adults are 


infected in childhood and that consequently every 
attempt should be made to effect a proper diagnosis 
of the condition as early as possible while the cyst is 
still simple. 

5. The treatment of simple cysts by the French 
method of injecting formalin before opening rests 
on a sure foundation but is much less rational in 
cases with daughter cysts. The laminated mem- 
brane of these cysts is relatively impermeable, and 
fixation of their protoplasm takes a long time. Asa 
postoperative measure formalin treatment of the sac 
may be likened to locking the stable door after the 
escape of the horse, although it may have a limited 
application in certain cases in which brood capsules 
have been spilt. For this purpose alcohol appears to 
be an equally effective fixative and is much less toxic 
to the host. ; 

6. In the treatment of hydatid of the liver any 
cyst containing daughter cysts should be suspected 
because of the practical certainty of previous biliary 
contamination. After the release of the pressure on 
the adventitia, bile ducts often open into the cavity 
with the possibility of the formation of an external 
biliary fistula or the occurrence of an intraperitoneal 
leak. For the same reason infection of the cavity is 
liable to occur; hence the wisdom of completely 
closing all cysts is extremely doubtful. The decision 
as to closure should be based on the pathological 
aspects of the particular case and if there is any sus- 
picion, drainage should be used. Because of the 
irregular nature of the cavity in many cases, the 
thickness of the adventitia, and the difficulty of com- 
plete evacuation, suppuration and drainage tend to 
be somewhat prolonged. Another risk in hepatic 
cysts of this type is the invasion of the biliary chan- 
nels and the passage of daughter cysts or pieces of 
hydatid membrane through the ducts with almost 
exact simulation of gall-stone colic. Infection of the 
biliary channels with resultant cholangeitis may also 
occur. 

7. The presence of omental hydatids, especially 
if they are multiple, should at once lead to an ex- 
amination of pelvis and the liver. In the latter the 
original cyst which may have given rise to the sec- 
ondary cysts should be carefully looked for and all 
scars and depressions should be explored. In all 
these cases a history of abdominal pain should be 
sought. 

8. Whenever an intrathoracic cyst is found to 
contain daughter cysts a hepatic origin should be 
suspected and this should lead to an investigation of 
the diaphragmatic region. 

The article is summarized as follows: 

All of the evidence, biological, clinical, immuno- 
logical, and pathological, that can be obtained leads 
to the belief that daughter-cyst formation in hydatid 
disease is due to some interference with the normal 
development of the parasite. The phenomenon is 
atypical and must be regarded as an expression of 
the activity of the germinal cells of the parasite 
which, when they find their vitality menaced and 
continued production of scolices impossible, react 
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in this way, the reaction being a purely defensive one 
to insure the carrying on of the species. 
R. Steinke, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Kappis, M.: The Diagnostic and Therapeutic Use 
of Paravertebral Injections of Novocain (Die 
diagnostische und therapeutische Verwertung der 
paravertebralen Novocaineinspritzung). Therapie 
d. Gegenw., 1925, Ixvi, 335. 

Kappis tested out the paravertebral injections of 
novocain first recommended for diagnostic purposes 
by Laewen in over 200 cases and reports his results. 
With regard to the stomach (sixty cases) he confirms 
Laewen’s statement that ulcers in the region of the 
pylorus and duodenum become free from pain fol- 
lowing injections on the right side in the region of 
the sixth and seventh dorsal nerves (injection in the 
region of the eighth is rarely necessary). The nearer 
the lesion to the lesser curvature and the cardia, the 
greater the necessity for corresponding injections on 
the left side also. ‘The effect of the injections there- 
fore allows conclusions as to the site of the disease. 

In diseases of the gall bladder (fifty-three cases), 
on the other hand, the segments from the ninth to 
the eleventh dorsal nerves on the right side were 
always the conductors of pain. 

In the case of the pancreas the chief conductor of 
pain is the eighth left dorsal segment when the 
disease is confined to the gland alone. In other 
cases several segments on both sides are involved. 

Patients with renal disease were relieved of pain 
after injections of the twelfth dorsal and first lumbar 


or possibly even the second lumbar nerve on the 
diseased side. Anaesthesia of the third and fourth 
lumbar nerves was necessary also only when 
there was involvement of the lower portions of the 
ureter. 

The appendix region is supplied by a‘larger num- 
ber of segments on the right and left sides (tenth 
dorsal and fourth lumbar), and even when these 
were injected Kappis achieved anwsthesia only in a 
limited number of cases. This was true also in cases 
of lumbar and sacral injection for the relief of pain 
in gynecological diseases. 

Therefore certain diseases of the gall bladder, the 
stomach, and of the kidney can be very readily 
differentiated by paravertebral injections but of 
course only with proper consideration of other clin- 
ical findings. 

The relief of pain does not depend upon the gen- 
eral effect of the novocain nor upon anesthesia of the 
abdominal wall alone; it is due definitely to the local 
action of the novocain upon the rami communicantes 
through which visceral pain is conducted. Under 
certain conditions a therapeutic result is obtained 
by the permanent relief of renal colics and retention 
of urine. 

Kappis believes that a strictly paravertebral in- 
jection is not necessary. He recommends an injec- 
tion at a point from 5 to 6 cm. lateral to the median 
line of the body, between the angle and the head of 
the particular rib and at its lower border. When 
an injection of from 8.0 to 10.0 c.cm. of a 0.5 per 
cent novocain solution is made at this point the 
fluid will extend to the rami communicantes. 

MarRwWEDEL (Z). 
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